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b fee will note that I have selected as my title ‘‘The Mental 
Health of Normal Adolescents.’’ I did this deliberately, be- 
cause it is my feeling and my experience that 90 per cent of the 
so-called ‘‘problems’’ of adolescents have to do with normal 
reactions or normal phases through which the adolescent 
passes in his journey toward adulthood. I feel that this must be 


true because certainly 90 per cent of our adolescent children do 
get through this stage of development without any serious 
emotional upset, though I’m not so sure that they get through 
it without a few emotional scars. 

I feel so strongly the need to emphasize these problems as 
stages in development because I believe that mental health 
itself is for all of us a continuing problem that we all—includ- 
ing the adolescent—must work at year after year. Our mental 
health and the mental health of the adolescent are not static 
conditions. In other words, I want to bring to you a point of 
view regarding mental health in general and the mental health 
of adolescents in particular that will be a dynamic point of 
view. It is a point of view that looks upon the adolescent and all 
the rest of us as biological organisms with certain drives and 
motives and instincts that determine what our behavior shall 
be, and with needs that not only have to be satisfied, but, more 
important, have to be re-satisfied again and again as we go 
through life. That is my first emphasis as regards the point of 
view I wish to convey. 

* Presented in the Judge Baker 1947 Lecture Series, April 25, 1947. 
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My second emphasis would be that there are two types of 
problem having to do with the adolescent that set themselves 
as tasks for him to solve. There are, in the first place, the gen- 
eral problems that he has been trying to solve all along from 
his earliest infancy and that are probably more fundamental 
and of more concern to him in adolescence and thereafter than 
are those of the second group that I will mention. 

These general problems of the adolescent, I will say briefly, 
have to do, first of all, with the child’s need for the establish- 
ment of a sense of security. It is that security that comes to the 
child when he learns that he is wanted and loved, that he has 
fair treatment by his parents in relation to his brothers and 
sisters and all other children his own age; when he recognizes 
that his home is a stable one, and that his parents not only love 
him and his siblings, but also love each other and demonstrate 
it by showing for each other that consideration and care that 
they bestow on him, the child; and, finally, when he reaches the 
stage at which he is able to appreciate that he can predict a 
continuing security in his home because, due to the consistency 
in their dealings, he can in large part predict what the be- 
havior of his parents toward him is going to be from moment 
to moment. 

This, then, is one of the general problems that precede ado- 
lescence, but it is by no means confined to the pre-adolescent 
years. It is a process that continues in adolescence—in fact, 
through all our lives—and feelings of insecurity relative to the 
parents and the possible instability of the home are just as 
poignant and upsetting in adolescence as they are in the earlier 
years. Furthermore, the basis of security or its lack that is 
established in early years will be the base line from which may 
start, or the frame of reference to which may be referred, the 
particular problems of adolescence which come up only at that 
time and with which we will deal shortly. 

A second general problem of mental health that antedates 
adolescence, but that also has a tremendous effect on adoles- 
cent adjustment, is the problem of control of the instinctual 
expressions of sex and aggression. At this point I would par- 
ticularly emphasize that the child learns from earliest life on- 
ward to stand frustrations—to limit, delimit, or even give up 
entirely certain goals of instinctual expression in the face of 
justified parental objections. Now his immediate reaction to 
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this frustration in infancy is with aggression—aggression to- 
ward his parents, aggression toward his brothers and sisters, 
his teachers, or whatever may be the source of his frustration. 
A very prominent task of early life, then, is to acquire a work- 
able method of handling this aggression, and the method out- 
lined then will receive some very severe testing in puberty and 
adolescence and, in fact, in every other emotionally toned situ- 
ation or stage of development throughout life. 

In addition, let me state briefly that not all the problems 
relative to sexual adjustment are solved at the time of ado- 
lescence; many of them are solved in infancy and early child- 
hood—and certainly a foundation of truthful fact and of 
trusting reference to parents in such matters will very largely 
determine how upsetting will be the actual maturation of the 
heterosexual instinct in adolescence. Pleasures later referable 
to the sex instinct are certainly present in diffuse form in in- 
fancy and childhood, and their meanings and their control are 
part of the child’s very early education. 

Such, then, are some of the general problems of mental 
health that face the adolescent, the partial solutions of which 
in early childhood aid or hinder him in their re-solution in the 
newer settings of adolescence later on. In short, what I am 
driving at is that these early problems re-present themselves 
for continual re-solution. 

Now let us turn to the mental-health problems or tasks that 
we are more likely to associate with the adolescent boy and girl 
—that is, the particular problems that set this age off as a unit 
or stage in development. 

The first problem of great concern during adolescent years 
is the drive for emancipation and independence, and, as I 
stated before, a successful solution of it is dependent upon, and 
in large part influenced by, solutions that have previously been 
made in earlier life to the aforementioned problems of security 
or insecurity, aggression, passivity, and the emergence of in- 
fantile sexual components. In other words, if the earlier ad- 
justments to these have been inadequate, the problem of ado- 
lescence and freedom from parental control, the overcoming 
of dependence and the gaining of a state of self-sufficiency, will 
be much more difficult. However, the internal pressures within 
the child, and the pressures from his colleagues, from his own 
parents, and from society as a whole insist that he find a solu- 
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tion to these problems in adolescence. It is as if a new drive or 
a new instinct for independence had been implanted within 
him. 

Now the drive for adult status in adolescence immediately 
sets up certain serious conflicts that have been hinted at in var- 
ious ways in our literature. On the one hand, the adolescent 
feels driven to be independent of his parents, to make his own 
decisions regarding his comings and goings, to choose his own 
friends, to determine his own academic and educational future. 
Everything about him and everybody—including his parents, 
really—insist that he shall assume these responsibilities, and 
he himself feels strongly that he should do so. 

On the other hand, there are always many, many fears that 
contemplated independence brings to the mind of the adoles- 
cent boy or girl, and these we are very likely to overlook, for 
we note only the brave—perhaps even foolhardy—attempts on 
his part to throw off parental controls. But I assure you that 
adolescents have the parallel or concomitant fear of losing or 
giving up the parents and all the material and spiritual gifts 
that they can bestow. They fear also the possibility of making 
the wrong decisions, choosing the wrong type of friend, or 
perhaps selecting the wrong vocation on the basis of some tem- 
porary whim. And though they may carefully conceal all these 
in their braggadocio, any child psychiatrist will assure you of 
their presence. This conflict makes for the typical state of ado- 
lescence, which is best described as a state of continual inde- 
cision and fluctuation of needs and desires. It is, in short, the 
characteristic indecision that we see in our boys and girls. 

But equally important, it seems to me, is the simultaneous 
conflict that is set up within us, the parents of our adolescent 
children. We, in turn, wish for the independence and self-suffi- 
ciency of this child of ours, but we also fear the loss of love that 
a removal of his dependency upon us creates. We, too, are sub- 
jected to internal and external pressures in both directions, 
and we, too, have a great stake in the outcome. So, paralleling 
the conflict of the adolescent boy and girl, we also note in our- 
selves the same conflict of independence versus dependency at 
work within us. 

The most prominent feature of this drive for emancipation 
from parents and for independence of action—particularly in 
its early stages—is seen to be a marked devaluation of the 
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parents that adolescents seemingly must first make if they are 
to advance and progress toward adulthood. These devalua- 
tions of parents involve just those areas of action, those ideas, 
and those ideals with which parents have been vitally con- 
cerned in their attempts to bring up their children in an ac- 
ceptable—and mentally and socially healthy—way, and the 
blows of devaluation that are received are hard for the consci- 
entious parent to take—at least in good-humored fashion; 
though the parental head may not be bloodied by them, the 
parental head from time to time is certainly bowed. 

Let us look at these normal ‘‘phases’’ of adolescent devalu- 
ation of parents in order that all of us, being forearmed by an 
appreciation of their normalcy—+.e., because we know that 
they constitute necessary phases or steps in development—will 
not be too alarmed by their appearance. I have not tried to 
place these normal phases of devaluation of parents—or, more 
pointedly speaking, of ‘‘ parent-belittlement’’—at certain ages 
in adolescence. They may come early or late—from ten or 
eleven years through the teens—but come they will. I shall try 
to do justice to girls at this age level, too, though, as you can 
guess, my own particular practice concerns largely adolescent 
boys. 

As you will see, much of the repudiation of the parents and 
their training that is aimed at by this behavior may also be 
accompanied by, or associated with, a desire to repudiate the 
whole growing-up process—to deny maturity, to cling to infan- 
tile ways of acting, or to ward off as long as possible the as- 
sumption of the responsibilities and conflicts that becoming a 
man or woman in the biological sense imposes. 

Take, for example, the disheveled phase of adolescence or, 
much better perhaps, the dirty and disheveled phase which is 
of such concern to parents of boys in the earlier teen years. (Of 
course, of late years the dishevelment has crossed the line of 
sex and is now a phase of development in girls, too, which 
causes parents worry!) This type of behavior is easily noted 
as a repudiation of the parents’ earlier insistence on cleanli- 
ness and neatness, together with a cynical indifference to the 
clean-up process that the first faint emergence of a feeling of 
interest in the opposite sex demands. With the first stirrings of 
interest in girls comes the associated information and know]l- 
edge that girls despise the messiness and uncleanliness of their 
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bratty brothers. It is not unusual, therefore, for the boy to seize 
upon this as a denial both of parental training and of adoles- 
cent growth. The ‘‘hate women”’ stage, the ‘‘I’m never going 
to get married’’ phase, are the verbal expressions of this de- 
nial of desired responses to internal instinctual drives. 

Secondly, the repudiation of the feminine réle by the adoles- 
cent daughter finds expression in the phase of tomboyishness, 
the interest in strenuous athletic activities, even to the extent 
of an interest in professional sports, and, finally, in extreme 
cases, to a refusal to eat as an unconscious fear of assuming 
the adult female form in the physical sense. 

At this stage also appear the strong attachments to older 
men on the part of adoiescent boys, or to older women on the 
part of adolescent girls, with strong desires to emulate them. 
These older people are usually school-teachers, club leaders, 
friends of the father or mother, and I need not tell you that 
when such an attachment is made by these young adolescents, 
the opinions and points of view of these older people are, ac- 
cording to the boy or girl, infallible, and they are particularly 
more valuable and worth while and in accord with the facts— 
again according to the boy or girl—than are the opinions and 
ideas of the father or mother. Needless to say, it takes a strong, 
a tolerant, and a secure parent to take such a devaluation— 
usually in comparison with some one of whose deficiencies and 
shortcomings the parent is well aware. 

Further devaluation of the parents is seen in the criticism 
of the parents’ home, the home-making qualities of the mother, 
or even the clothes and jewelry worn by either or both parents. 
Adolescents become extremely critical of the social and politi- 
cal ideas of their parents and, in fact, take great delight in 
puncturing, if they can, the most idealistic notions which previ- 
ously were held as a sacred part of their culture. 

Nowhere is the attempted repudiation or devaluation of the 
parents or the parents’ ideas and values seen more clearly in 
this age group than in relation to the carefully made school 
plans and vocational choices that parents have determined 
upon for the child since his or her earliest infancy. If the school 
is temporarily accepted by the child as a whole, it is certain 
that the type of course that he has assumed at his parents’ di- 
rection is probably—according to the youngster—too hard, 
and surely will, he insists, never be of any use whatsoever to 
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him in later life. There is a suspicion on his part, of course, 
that the principal and the teachers are in league with the par- 
ents to see that such silly school plans are carried out effec- 
tively. 

Vocational choices change from week to week. They change 
with new schoolmasters or with the advent of new children in 
the vicinity. This continuing troubled indecision regarding 
school plans or vocational plans has led to one of the psychia- 
trist’s happiest phrases—that coined by Kubie, of New York, 
when he referred to this phase as the phase of the ‘‘ obsessional 
indecision of adolescence.’’ 

Then there is the secretive, quiet, almost untouchable phase 
of adolescence, in which the child now looks for confirmation or 
denial of his ideas and opinions to some one—almost any one— 
beyond the home. It is the age of the girl chum or the boy pal, 
whose knowledge of facts and values and estimates of worth 
are inevitably truer than ours—the parents! This is the stage 
of short answers or no answers to questions that have to do 
with present plans—or with the plans of the evening or the 
plans of the week-end. Disdainful looks or looks of resigned 
tolerance greet the parents’ genuine concern in what the boy 
or girl may be doing. 

This is the stage when the boy wishes that once and for all 
his father would give up following the procedure that the text- 
books on child guidance have told him is the best for bringing 
up an adolescent boy—that is, he wishes that his father would 
give up the feeling that it is necessary to be a pal to Junior. 
Junior at this stage wants pals, but he does not want a parental 
pal. Rather he wants pals of his own age, who can share with 
him his concern and curiosity regarding certain very impor- 
tant problems of growing up, and the parent-pal is certainly of 
little or no use to him at such grave times. At this stage of his 
son’s adolescence, the wise father will begin to fish and to golf 
alone again—or with pals of his own age. 

Again, finally, there is the strong resistance to early, health- 
ful hours, and even stronger resistance to early codperative 
rising in the morning. The former is, of course, a determina- 
tion to accelerate the move toward maturity and unfortunately, 
if acquiesced in, results in a pseudo acceleration or a pseudo 
maturity on all fronts, which none of us care to see in our own 
or others’ children. 
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I think we can see in these various phases of the adolescent 
drive for maturity and independence the alternating phases of 
a need for independence and a need for dependence. Children 
of this age do not quite dare give up their childhood in toto, 
nor do they quite dare to refuse to grow up. The parents’ réle 
in all this, it seems to me, is to recognize that there are such 
conflicts inherent in this bizarre type of behavior, and that 
beneath the indifference and devaluation there isa strong inner 
need for parental aid and parental guidance. 

Children in the teens do not actually believe that they are 
capable of controlling all of their inner wishes and demands, 
nor do they really wish to be asked or allowed to do so com- 
pletely, because they are not quite sure to what lengths they 
might allow themselves to go. In addition to recognition of this 
fear—even when the adolescent expresses the opposite in his 
bravest moments—and the assumption of an air of tolerance 
toward the child in his conflicts, the parents must be very, very 
careful not to answer this aggressive repudiation by the ado- 
lescent with parental aggression toward him or her. If this 
response is elicited from the parents, a vicious cycle immedi- 
ately is set up—the ‘‘either-or’’ proposition is established, 
from which unfortunately neither the adolescent nor the par- 
ent can withdraw without severe loss of face. I shall return to 
the réle of the parent shortly, after we have considered another 
very important problem of adolescence. 

Finally, there is one more task of mental health which has to 
be dealt with and which developmentally reaches the initial 
stage of intensity during the years of adolescence, and at that 
time, in turn, lays the basis for future problems to be solved or 
for future adult mental health. I refer here to the problems in- 
volved in the control and sublimation of the sex instinct. 

It is a mistake that many of us make, I think, to assume that 
the problems of the expression of—or the control of the expres- 
sion of—the sexual instinct appear newly structured as prob- 
lems at the time of puberty and only following the physiologi- 
cal maturation of the reproductive system. For in relation to 
the purely physiological and anatomical aspects of the sexual 
drive and the expression of the various bodily pleasures asso- 
ciated therewith, the individual in his earlier years has been 
forced by parental and social dicta to establish controls, and he 
has been limited to only partial expressions of these drives. 
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These controls by parents and society have been directed at the 
many varied, diffuse, and infantile—and only partially devel- 
oped—components of the sexual drive in childhood, as distin- 
guished from the complex sexual instinct as we recognize it 
later in its more localized, unified, and mature form in ado- 
lescence. 

Adolescence, then, would seem to be merely a stage—though 
an extremely important one—in the direction of the instinct as 
it now has as its object the biological functions of reproduction. 
In short, adolescence seems to be the stage where the unifica- 
tion of all of the diffuse, pleasurable bodily expressions has to 
take place if the individual is thereafter to have a normal sex- 
ual adjustment. 

For example, we sometimes note that some of the controls of 
the earlier independent segments of this complex drive may 
have been inadequate and have to be strengthened by inner in- 
hibitions, or some of those types of child behavior that we 
assume to be more or less normal in earlier life will now in 
adolescence take on the aspects of atypical or even abnormal 
sexual behavior. Again, perhaps these controls which the child 
in his earlier years was able to establish were adequate in those 
years, but are now seen to be inadequate when the strong het- 
erosexual drive in adolescence supervenes. 

Whatever may be the situation, we can be sure that in the 
interests of mental health and adjustment the adolescent has to 
establish or reéstablish certain defenses against these inner 
drives. In most cases this is accomplished without much diffi- 
culty. On the other hand, because of the inadequate or too ade- 
quate—that is, too rigid—training of the child in early life, the 
adolescent may establish defenses against sexual expression 
that by their very extremeness and severity become quite dis- 
abling. These defenses of adolescence are commented upon 
extensively in the literature on child development and are 
probably well known to you. 

Examples of these extreme defenses are tendencies on the 
part of the adolescent to periods of marked shyness and with- 
drawal, sometimes in so extensive an area of his daily life as 
to make the parents and his family physician wonder if he is 
becoming mentally ill. Usually these worries about the ab- 
normality of this withdrawal are unfounded. They are a phase 
—a defensive phase—through which the child passes as he 
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builds up within him more adequate controls that will also 
allow him a normal and acceptable response to his inner drives. 

Again, there may be an overreaction against these inner 
feelings in the sense that he becomes over-conscientious—as- 
sumes that everything that has to do with the sexual drive or 
everything that has to do with the opposite sex is bad, sinful, 
or evil. 

In another phase—usually in later adolescence—he may 
turn to endless intellectualizations of his problems, with an 
absorption in some new, radical, or perhaps ultra-conservative 
type of social order. He is unconsciously absorbed in these new 
social orders that he constructs as solutions to alleged—or 
actual—economic and social problems, when in reality the con- 
flict that he is trying to settle is hisxown emotional conflict rela- 
tive to the expression or non-expression of certain individual 
needs and desires in the society in which he finds himself. 

At any rate, whatever defense is established, it is extremely 
important for the parents to recognize what the adolescent is 
trying to do by such maneuvers and thus, if necessary, be able 
to help him—that is, to understand that these are the best pos- 
sible defenses that he can erect at that time to control the in- 
creasing power and urgency of his instinctual drive. However, 
as in the case of all defenses, they themselves may become dis- 
abling. We can carry out internal controls and prohibitions to 
such a degree that the very thing we are trying to insure be- 
comes destroyed in its own defenses. 

A second point of importance in relation to these problems 
is that adolescence is not the only time when these problems 
will be presented for solution. It is merely that in adolescence 
the ever-recurring problems relative to this instinctual drive 
are thrown into relief for initial and sometimes acute and crit- 
ical solution, but you will note that thereafter not only the 
instinctual drive itself becomes a problem, but also the mul- 
tifarious defenses that the child erects to care for it may in 
themselves constitute problems that call for ever-repeated 
modification in the light of future development and growth 
throughout the adult years. 

What, then, are the other possible danger signals in these 
various phases of adolescence, both as regards the desired 
emancipation and the expression of the sexual instinct, that 
would indicate to the parent that he or she needs professional 
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help with the adolescent child? Fortunately I think I can as- 
sure you that this need does not arise very frequently. It would 
seem to me that the most useful criterion would be whether or 
not there is an undue prolonging of the habits and attitudes of 
childhood into the late teens. 

You see, as a psychiatrist, I am much more concerned with 
lack of development, or refusal to develop, as a phase in ado- 
lescence than I am with the attempt on the part of a child to 
grow up a little bit too fast. I emphasize this undue prolonga- 
tion of childhood as possibly serious because it itself offers a 
definite interference to, or a block to, the social and emotional 
growth that must take place year after year. It points, too, not 
so much to a problem of the moment usually, but rather to 
possible unsolved early childhood problems such as we men- 
tioned earlier in our discussion—that is, problems relative to 
security or passivity or aggression. 

There is, again, a necessary concern for the adolescent, I 
feel, when the parent has strong reason to feel that the educa- 
tional plans or the vocational aims of the adolescent, both of 
which may be irreversible decisions, are being neurotically 
determined. By this phrase, ‘‘neurotically determined,’’ I 
mean determined on the basis of some temporary need of the 
moment or by some temporary—and, the parent knows, ephem- 
eral—attachment or fixation upon some person in his imme- 
diate environment. Such needs and such attachments can for a 
time upset the whole life plans of the individual, and they 
should not be accepted by the parents. 

Again, occasionally there is a definite destruction of the 
school situation with deliberate failure in studies that can only 
be understood as an unconscious aggressive act of the child 
against the parents—and against himself also. At such times it 
might be necessary to seek the help of the professional voca- 
tional or educational guidance expert, or here—just as in the 
previously outlined plans regarding an extension into adoles- 
cence of admittedly infantile behavior—it might be necessary 
to seek the aid of the trained child psychiatrist. 

Three things I hope, then, you have received from this talk 
on the normal mental health of the adolescent. The first is best 
called the ‘‘ genetic point of view,’’ by which we mean that the 
present behavior of a boy or girl—a cross-sectional segment 
of it, if you will—can be understood only in the light of his past 





540 MENTAL HYGIENE 


experiences from infancy up—.e., can be judged only in a 
longitudinal sense as it, the segment, takes its place in relation 
to these responses that have been expressed in earliest child- 
hood. 

The second point of emphasis has been that mental health is 
a continuing process that has to be attained and maintained 
through an endless number of our responses day after day. In 
short, the adolescent— and all of us, too—have to ‘‘work at”’ 
this problem of mental health, which in itself is a composite of 
hundreds of these momentarily adjusting or momentarily mal- 
adjusting bits of behavior. 

And, finally, we have stressed the point that adolescents are 
not a strictly isolatable group with problems particular to them 
alone—as a race apart—but rather that the adolescent is beset 
by tasks in mental health strikingly similar to those at all age 
levels. It is only that the new demands for final adult status 
lend to the trial-and-error aspects—and to the many, varied, 
but none the less normal phases—of adolescent behavior its 
bizarre, unpredictable and—sometimes to us as parents—very 
worrisome characteristics. 

My main therapeutic approach to the parents of adolescents 


—my best treatment advice and prescription to them in the 
face of such behavior—is the tried and true phrase of the men 
of the ancient church who, when beset by the unpredictable and 
the seemingly uncontrollable, comforted themselves and one 
another with the words, ‘‘It will pass. It will pass.’’ 
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fhm time and the place for giving each child a strong, favor- 

able foundation in school and in social living is at the 
beginning of his school life. Educators, psychiatrists, psycholo- 
gists, and sociologists, alike, are agreed upon this. For at this 
juncture, children of assorted homes, reflecting a variety of 
living conditions and emphases in handling, are funneled into 
their first common educational experience. It is the ideal time 
for the school to learn about each new child, his past history, 
and his present personality structure. With this knowledge, 
the school curriculum can then be used psychologically to 
strengthen personality and to develop socially constructive 
attitudes. 

Using this concept as its working platform, a mental-hygiene 
project has been in process at Public School 33, Manhattan, for 
over three years. Set up by the Vocational Adjustment Bureau, 
under the direction of The National Committee for Mental Hy- 
giene, its work is carried on as a demonstration for the New 
York City Board of Education and the Public Education Asso- 
ciation. The project follows a study of kindergartens in three 
public schools made under the direction of Dr. Lawson G. 
Lowrey from 1937 to 1939. The insight of Mrs. Henry Ittleson, 
President of the Vocational Adjustment Bureau and member 
of the Executive Committee of The National Committee for 
Mental Hygiene, has been responsible both for the study and 
for the present project. Mrs. Ittleson has long been concerned 
with the mental health of children. Dr. George S. Stevenson 
heads the professional advisory group, which includes repre- 
sentatives of the board of superintendents. 

The choice of the school for the project was made with the 
help of Dr. Benjamin B. Greenberg, Assistant Superintendent 
of New York City Schools, and Miss Adele Franklin, Director 
of the All-Day Neighborhood Schools. The locale selected was 
Public School 33, the first of the All-Day Neighborhood 
Schools. This school is located in an economically unfavored 
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section of the city, with high infant-mortality and tuberculosis 
rates. Between 50 and 60 per cent of the children come from 
homes broken by divorce, desertion, and war casualties. And 
the residual tensions come straight to school with the children. 
Also, there is a large influx of children from non-English- 
speaking homes. 

On the other hand, the educational philosophy of the school 
is well advanced. The principal, Dr. Morris C. Finkel, and his 
assistant, Mrs. Olga Spelman, show a warm interest in chil- 
dren, teachers, and parents. They are concerned with making 
the classroom an ‘‘invitation to learning’’ for the fullest emo- 
tional as well as mental growth of the children. The All-Day 
Neighborhood School program includes work in the arts, block- 
building, and trips. These are integrated with classroom plans 
and have rich educational values in giving children oppor- 
tunities for expression and that digestion of information which 
is learning. 

The total of this picture shows a favorable school, serving a 
large group of children for whom good educational programs 
must be set up to counteract their deprivations. The job of 
those carrying on the mental-hygiene program is to know the 
young children in the context of their complete lives, and to 
interpret the meaning of their outward behavior in such terms 
that teachers can meet their needs in the classroom. 

Beyond that, the project is as seriously concerned with giv- 
ing support and practicai help to teachers. For it is not enough 
to goad teachers on to ‘‘help the children.’’ A realistic guid- 
ance program must take personal account of individual differ- 
ences in teachers as well—differences in age, in training, in life 
satisfactions, and in physical and emotional stamina. 

The interblending of home and school through a liaison per- 
son who reaches both on the common ground of concern for the 
child also falls naturally into the field of a worker in mental 
hygiene. Keeping before us the framework against which to 
measure this preventive plan for the lower elementary school, 
we may now examine the way it operates. 


PROJECT PROCEDURES 


Home Records.—At the beginning of the year, the worker 
takes a developmental home record of each new child enrolled 
in the morning kindergarten or the first grade. The average 
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interview with the parent takes about twelve minutes. The 
record gives a fairly detailed picture of the child’s family, 
health, and growth. It also shows something of the mother’s 
evaluation of her child, frequently giving clues as to why a cer- 
tain child makes the kind of school adjustment he does. The 
personal contact with the mother gives her the feeling of the 
school’s interest in her child. 

Group Work With Children.—During the first month of the 
term, teachers of the kindergarten and the first grade get ac- 
quainted with their children. The project worker also observes 
in the classrooms. At the end of this time, the teacher of each 
class and the worker together draw up a list of children who 
show a need for help in adjusting to school, and who may profit 
by an intimate small-group experience. The list includes three 
kinds of child: 

1. Children who are overtly destructive and disorganized, 
and who do not respond to teacher handling. 

2. Children who are non-participating, shy, and more likely 
to unfold in the intimacy of a small group. Children of foreign- 
born, non-English-speaking parents often figure here. Children 
of broken homes may be in either of these categories. 

3. Children who because of more than average maturity and 
general ability react favorably to an additional opportunity to 
verbalize and have more learning experiences. 

Purpose of Group Work.—The group work is twofold in 
purpose. In the first place, it is intended to help children di- 
rectly. Its second purpose is to serve as a guidance procedure 
for giving teachers additional understanding of children. In 
order to achieve its first goal with the children, the group work 
is planned with the following aims in view: 


1. To break down the larger class into small groups, provid- 
ing an opportunity to observe personality patterns more 
closely. The configuration of the group is changed each time in 
order to see a given child’s adjustment to various children, 
with traits of dominance and submission. 

2. To stimulate imagination, thinking, and emotional re- 
lease through play and discussion. Through their play children 
show many of the ways in which they react to their homes and 
experiences. 

3. To help develop confidence, vocabulary, and social fluency. 
These further reading readiness in children. 
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4. Wherever possible, to explore the underlying factors that 
cause certain children to adjust poorly, working with fears and 
hostilities through reassurance, acceptance, and orientation 
that is leveled at the five- and six-year-old’s range of under- 
standing. This group work is helpful in spotting early those 
children whose behavior already indicates a degree of unhappi- 
ness and disturbance that calls for skilled diagnosis and treat- 
ment by the Bureau of Child Guidance. Cases are referred to 
the psychiatric social worker, and an attempt is made to sup- 
port the recommendations of the bureau in various depart- 


ments of the school. 
Group Sessions.—Group work is usually done with five chil- 


dren, who meet for one-hour sessions. This number of children, 
arrived at after experimentation, is small enough to permit 
ample interaction among the children, while the odd number 
allows for a shifting of grouping without setting pairs as a 


pattern. 
The room used is simply furnished, with childrens’ tables 


and chairs for reading, housekeeping, and handwork along the 
walls, and a cleared space in the center of the room. Decora- 
tions consist of plants, pictures of interest to children, and 
their own paintings. Play materials are kept on low shelves in 
a cupboard where the children can reach them. These include 
dolls, miniature housekeeping toys, puzzles, clay, paints, trans- 
portation toys, blocks, and dress-up clothes. 

The session usually begins with the children and the worker 
seating themselves in a circle to talk. Discussion may begin on 
a simple experience of a child—a trip, a birthday, or a holiday. 
Or it may take off with the ‘‘picture-book game,’’ in which 
children are shown a scrapbook containing an assortment of 
pictures cut out from magazines and specially selected to draw 
out personal feelings about life situations. Shy children often 
open up on this impersonal plane, and discussion follows. It 
shows individual differences in the children’s information, 
language, and feeling tone. After a brief period of this, dic- 
tated by the children’s interest, they go on to free play. 

During this most revealing part of the session, one observes 
ways children have of establishing themselves with others, of 
getting toys and manipulating them, their word play, and their 
social or asocial play. The adult gives support to the shy child, 
either finding quiet ways of drawing him into group relation- 
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ships or, if the youngster is still adult-centered, of giving him 
additional attention. An effort is made to give personal mother 
warmth to those children who most need it and to keep the 
channel of play directed constructively. 

It is considered important to build self-confidence by giving 
commendation for constructive effort. The general tone of the 
room encourages easy speech and laughter, and is marked by 
as little authoritarianism as possible. Clean-up time, never 
easy for young children, is helped along and sometimes accom- 
panied by singing. Usually a story concludes the hour. Tactile 
and dramatic play are encouraged in aiding the children to 
incorporate story meanings as fully as possible. 

A record is kept of each group session and of each child’s 
participation. Another individual summary record is kept 
which gives a profile of a child’s group behavior over the 
term’s period. 

A short screening test, devised by the late Dr. Ira Wile and 
comprised largely of four-, five-, and six-year-old items of the 
Stanford-Binet test, is given to each child. It helps to show 
individual gradations of information and maturity. While ad- 
ministering it, the tester notes the child’s reaction, his tempo, 
degree of self-confidence, speech, and body tensions. 

Work With The Teachers.—A variety of related guidance 
procedures are used in working with teachers: 

1. Regular individual conferences are held with classroom 
and group teachers to discuss children with whom they work. 
In considering a particular child, the findings of the group ses- 
sions, the data of the home record and screening test, and the 
child’s record in the classroom are shared by the teacher and 
the worker. Together they pool their understanding of his be- 
havior. His relationships with children, use of materials, atten- 
tion span, and stability are foci of their talk. 

These half-hour conferences, held every other week in the 
project room, are cued to the teacher’s interest. A conference 
may cover several children; or it may become more deeply 
analytical of one or two children. Teachers also read home rec- 
ords of their children who are not in the project group. As the 
year progresses, they frequently bring these children into dis- 
cussion and contribute additional information about the home 
and family which was gathered in the classroom. 

This conference method is believed to have the following 


values: 
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A. It does not cut across the teacher’s status as an expert in 
the classroom. But it gives her additional information about 
children which necessarily individuates her handling of subject 
matter and curriculum planning. 

B. It gives her a time outside the classroom (which is cov- 
ered by a student teacher) when she can talk about her teaching 
problems with some one who is not in a supervisory position. 
It is at such times that she borrows the latest educational book 
or pamphlet, or receives suggestions as to new units of work. 
It is at such times that she sometimes shows her out-of-school 
personality. Knowledge about her interests and associations 
helps the worker to reach her thinking. And these interests, 
plus any special abilities she may have, can be used in planning 
for the class. 

C. The group work gives the teacher some relief with chil- 
dren who are troublesome in the classroom. This is the kind of 
specific help she appreciates. It, therefore, predisposes her 
favorably toward accepting other recommendations of the 
project. 

2. A brief summary report of his general development is 
made out for each child worked with by the project, who is go- 
ing into the first grade. This report, given to the new teacher, 
points up the child’s positive assets and ways of using them to 
help learning. A sample report follows: 

ELLEN SANDS Wile Test —6 
Attends Hudson Guild 

Development Picturg—Ellen is an attractive girl whose quick under- 
standing of situations and responsive smile show her to be alert. This year 
she has had many colds and an ear infection. Her kindergarten year has 
proved her able to work well for a friendly adult. Good work in music 
and crafts. Her teacher found her able and dependable. Ellen reflects her 
deprived home life in moodiness and occasional outbursts of temper. How- 
ever, her good general ability makes her easily teachable. 

Family.—Ellen is an only child whose father died when she was a baby. 
Her mother is a factory worker and Ellen attends Hudson Guild. She 
has gone to nursery school for several years. Her lack of solid family 
living affects Ellen’s feeling of security and tends to make her dependent 
upon adult affection. 


Test Attitude —Quick. Talks freely. Speaks of feeling tired and of find- 
ing it hard to get up in the morning. Shows lack of general information. 


3. Arrangements have been made for teachers to visit other 
selected schools, where they may see other teachers and be ex- 
posed to different methods. Experience shows that teachers not 
only enjoy these visits, but usually bring back with them 
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pointers that enrich their work. When the new program for the 
first grade was introduced, the project felt it important to sup- 
plement the temporary lack of materials in the classrooms. 
Toward this end, a list of low-cost and non-cost materials, with 
suggestions for their use, was compiled and mimeographed for 
distribution among the teachers. 

4. Monthly luncheon conferences of kindergarten, first- 
grade, and second-grade teachers, ably presided over by the 
assistant principal, have been held to keep abreast of curricu- 
lum trends. Teachers review their visits to schools and bring in 
suggestions of general help. Tied in with this is the project’s 
own informal at-home lunch period in its room on Wednesdays. 
Teachers and student teachers come voluntarily. They discuss 
themselves, classroom incidents, children, and practical educa- 
tional philosophy. 

The teachers also meet for lunch conferences with staff mem- 
bers of Hudson Guild who share the day care of children of 
working mothers. Together, the two agencies try to arrive at 
unified ways of handling children, in order that they may not 
be pulled apart by divergent standards of teaching. 

5. To supplement work with the teachers, the project worker 
confers with other members of the staff. These include the ad- 
ministrative staff, the psychiatric social worker, the school 
nurse, and student teachers. In doing follow-up work with chil- 
dren in the second and third grades, records of children are 
also made available to teachers of these grades. 

6. Recently the project worker and the director of the All- 
Day Neighborhood Schools program jointly gave a course for 
teachers of young children. 

Work With Parents.—This year, at the school’s request, the 
project initiated a Parents’ Hour counseling service. This is a 
period set aside each week when individual parents of children 
in all grades may come for consultation about their children. 
The service was considered particularly advisable since the 
time of the social worker had been reduced temporarily from 
five to two days a week. 

Using the home record as an intake device, it is possible to 
get a full interview established. Cases of older children, which 
may involve grade placement, classroom observations, or pos- 
sible social-work reference are handled by turning over the 
home record, with a cover sheet of recommendations attached, 
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to the principal for appropriate disposition. Among the prob- 
lems brought in by parents are those which show their concern 
about lack of obedience, fighting with other children, timidity, 
and grade placement. 

Parents of children in lower grades are seen at other times 
when the teacher and the worker consider this advisable. When 
mothers register new children and give home-record data, they 
are told that the school may send for them later in the year to 
compare notes about their children. Degrees of parental re- 
sponsiveness to conference invitations vary. Some parents 
come eagerly, taking away with them reassurance and pointers 
for home handling. Other mothers are at work and cannot come 
to school except for emergency matters. Still others do not 
come because they, themselves, have emotional disabilities, evi- 
denced in feelings of guilt and negativism, which prevent their 
voluntary codperation. 

Occasionally an apprehensive mother is seen by the worker 
as a preparation for referring her child to the Bureau of Child 
Guidance. When the mother is ready to recognize this need, the 
social worker takes over the case. The project worker supplies 
any case material she may have and steps out of the picture to 
give support to bureau recommendations. 


WHAT CHILDREN DOES THE PROJECT HELP AND HOW? 


Children are referred by teachers to the project at the begin- 
ning of the year on the basis of symptomatic behavior shown 
in the classroom. It soon becomes apparent that the behavior 
stems from causes that fall naturally into certain categories. 
These causes are not always single, but a predominating em- 
phasis usually stands out. It is enlightening to look at a samp- 
ling of these children. 

Physical Disabilities—The relationship between physical 
and emotional nandicaps is patent. Some children come into 
school with diagnosed disabilities whose treatment has kept 
them away from the normal life of society which develops 
social maturity. Harry was such a boy. When he began school, 
he showed little self-direction or interest in anything. He imi- 
tated other children and annoyed them by cutting across their 
play mischievously or by making noises. He did not know how 
to play with children. If he joined them, he was self-willed and 
soon fought furiously over some detail that he could not con- 





MENTAL HYGIENE BEGINS SCHOOL 549 


trol. He required frequent teacher assistance and was thought 
of as a social nuisance. 

Harry’s record showed that he had been hospitalized for 
eight months between the ages of three and four years because 
of rheumatic fever. He is the only child of parents who lost 
their first baby. Harry is thin and angular and still occasion- 
ally complains of pains in the legs. His physician recently 
directed that: Harry be allowed to come to school and enjoy 
normal activity. However, despite his good intelligence, Harry 
shapes up socially like an overprotected four-year-old. When 
he attended group sessions, he was less excited, and he grad- 
ually entered into constructive play for short periods. He even 
took on some of the responsibilities of sharing toys and clean- 
ing up. 

At the end of the year, his teacher reported that while Harry 
was not popular, he had made one intimate friend in a boy who 
had been shy. Together they were strong, and she could use the 
gentler child to introduce classroom work that Harry took 
over. When Harry got irritable, she could accept it because, as 
she said, ‘‘ under his clothing he is so thin and boney—and if he 
does not feel too well, it makes him disagreeable.’’ 

David had a congenital defect of the palate that would re- 
quire operation, but the family was putting it off. Meanwhile, 
David would not talk at school and the children considered him 
dull. He watched the other children closely, but he repeatedly 
chose the painting or manipulative play that could be done 
alone. In the small group, the adult was able to give him atten- 
tion he enjoyed, and he showed good intelligence. Gradually, 
other children were brought into his play. In the classroom the 
teacher did the same thing, pointing up his achievements. 
Slowly other children came to like him for his natural kindli- 
ness and gentleness. The latest report says, ‘‘He is very well 
adjusted for a child who cannot speak well. Children under- 
stand him even when the teacher does not.’’ The teacher is also 
influencing the mother to get the corrective surgery done on 
David. 

The spotting of physical disabilities may also occur in the 
first year of school. Mary was considered dull during her first 
month in the kindergarten. She wandered about, not joining 
other children singly or in groups. Occasionally she would say 
something to the teacher in blurred, indistinct speech. Her 





550 MENTAL HYGIENE 


mother had noted in the home record that special speech les- 
sons had been suggested for Mary. 

During her first play session in the group, observation 
pointed to the possibility of deafness. The mother codperated 
in getting an examination which confirmed this. While special 
plans were being worked out for Mary, her teacher adopted a 
more personalized way of including the child in the group. 
Mary became devoted to her teacher and was happy in school. 
At present, Mary is getting special instruction in a group for 
deaf children. There is a favorable prognosis for the use of a 
hearing aid later. 

Broken Homes.—In a neighborhood in which well over half 
the children come from broken homes, the school must play an 
especially supportive réle to the many emotionally vulnerable 
children. Gary’s parents were divorced when he was two years 
old. While his mother worked in war plants out West, Gary and 
his older sister lived in a series of foster homes. Last year his 
mother remarried and brought Gary with her to live in New 
York City. The older child went to live with her father. Because 
of the housing shortage, Gary, his mother, and his stepfather 
moved into a one-room apartment. 

At school, the teacher was troubled by his fidgeting, quarrel- 
some, whining behavior. He was a bright child of unusual cre- 
ative ability, but he was too upset to function well. The mother 
felt guilty, particularly since she said that the boy’s stepfather 
had a better relationship with him than she had. He recognized 
the pressure of their confined quarters on this buffeted, sore 
boy. Frequent play sessions for Gary and some counseling for 
his mother were tried. Recently the family found a larger 
apartment. And it was agreed that because of the child’s repu- 
tation for strife and storm in his class, he should get a fresh 
start with a new class in the fall. 

A particular teacher sometimes supplies just the right rela- 
tionship with the child of a broken home. Ellen came to the first 
grade with the summary report presented earlier in this paper. 
Her first-grade teacher had been teaching for more than thirty 
years and had a grandchild of Ellen’s age. She took over the 
same role with Ellen. When the mother remarried, the teacher 
spoke with her about the advisability of giving up her work 
and giving Ellen more of her time. This was done. The child is 
strengthened by the bond she feels between her mother and her 
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teacher. She is more stable and independent. She has adopted 
the attitude of other children who are project ‘‘alumni.’’ They 
drop in to visit the worker, but refer back to the days spent in 
her room as something pleasant that was part of their ‘‘baby’”’ 
days. 

Sibling Rivalry.—Edna was suggested for the group because 
her first weeks in school were characterized by crying, fear of 
not being called for, and no group participation. She would not 
come to the playroom without her sister. When they were 
brought in together, she copied her sister’s drawings, set up 
miniature housekeeping toys in just the same way, and clung 
to her. An interview with the mother showed that the older 
sister was the preferred child. Edna, considered from birth as 
difficult and a ‘‘cry baby,’’ was not permitted out to play except 
in the custody of the older child. 

Edna’s mother was given some understanding of the girl’s 
fears and crying. It was recommended that she be encouraged 
to play with children of her own age in order to learn how to 
get on with them. It was pointed out that she is a person apart 
from her sister, and that to be held to the achievement of this 
older child only defeats and weakens her. The mother’s key 
role as the best friend of the child, who can most easily 
strengthen her, was talked about. The teacher was kept abreast 
of parent conferences. She worked sympathetically in the class- 
room. 

The project’s achievement is not always in what can be done 
directly for a child, but in how it affects the teacher’s attitude 
toward that child. At the end of the term, the teacher’s report 
said, ‘‘There is still much to be done for Edna. She got over 
crying. But even now her sister sometimes says to her, ‘Don’t 
be a dope. Be smart.’ She has one friend. Seldom gets into 
games. Writes well and seems able to read, but she does not 
finish.’’ 

Another child, Betty, suffered by comparison with an older 
brother in the eyes both of the parents and of the teacher, who 
had taught the boy. The girl was put into another class. Her 
new teacher saw behind the talkative, possessive exterior a 
little girl who had ability. She helped the class to recognize this 
ability. A report later stated, ‘‘ Betty is extremely sensitive. 
She is rebellious and yells when her feelings are hurt. But she 





552 MENTAL HYGIENE 


is quite a leader with children. In general, she works better 
when she gets affection from her teacher.’’ 

Exceptional Intelligence.—Both extremes of intelligence in 
children stretch the resourcefulness of curriculum planning. 
When the school recognizes these extremes at the beginning, it 
can use the curriculum to guard against boredom and unsocial 
behavior for the bright child and the sense of failure that leads 
the dull child into problem behavior. 

Louis was a boy of incisive intelligence, lightning imagina- 
tion, and few inhibitions who would not ride along quietly with 
the regular program. It was not easy for the teacher to accept 
his impetuous behavior. He would walk off from a story group 
to construct an elaborate block structure at the back of the 
room. Then, out of his seeming preoccupation, he would inter- 
rupt the class by calling out a highly intelligent comment about 
their story from the back of the room. His physical codrdina- 
tion was average, and his reaction to frustration in the class 
was the tears of a seemingly younger child. 

In conferences, the teacher and worker discussed the dis- 
parity in his development. The teacher understood then his 
greater-than-average capacity for taking in experiences, his 
need for additional verbalization and manipulative activities. 
She gave him more to do. Louis helped the class to write its 
own storybook and the children thought that was fine. His vo- 
cabulary also helped children with language problems. At the 
end of the year, he was a well-poised, legitimate leader. Ac- 
cording to his teacher, he had made more social progress than 
any other child in the class. 

George was characteristically listless and dull in his class- 
room. He would sit at a table manipulating one toy or book 
over and over again. In the smaller group he began to use 
experimental toys, such as the kaleidoscope, the magnet, and 
the sand-glass egg-timer. Then he talked about them with the 
worker. Soon he helped to wash toys and to water plants. By 
the end of the year there were some activities in the classroom 
that he carried through. The teacher noted that he showed 
more animation and had a few friends. 

Foreign Language.—This school, which represents roughly 
twenty-five nationalities, has interracial work in its very struc- 
ture. One teacher groups Spanish-speaking children at the 
same table early in the term, in order that they may speak to 
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one another and become comfortable. Gradually, as they grow 
in language and contacts, they go on to other tables. These chil- 
dren enjoy the satisfaction of paints, clay, and toys in the 
group sessions. Dramatic play and stories help them to develop 
vocabulary. 

Raoul, at five years, is the oldest of four foreign-born chil- 
dren. He has had no toys either in his former home or in his 
present crowded apartment. Early in the year, he was cross 
and demanding with other, children, grabbing their toys for 
himself. In the project room he played intensely, trying out all 
the toys. There was an ample supply. Recently, having played 
himself out of the starvation stage, Raoul is showing more in- 
terest in the classroom. 

The recent war has shot some children from the civilization 
of another era into the metropolis of to-day. Solon was born in 
a hideout in the hills of Greece. Planes flew over daily. He 
knew no other children. Last August, his father, who had 
been unable to get into contact with his family during the 
war, brought them to New York. Solon spoke no English and 
little Greek, but he constantly made the buzzing sounds of fly- 
ing airplanes. His interest in materials and his general skills 
were at the level of the two- or three-year-old child. It was the 
project’s recommendation that he should not be held to stand- 
ards above that level, and that he be given at least a year to 
overcome some of his traumatic start before any psychiatric 
diagnosis was considered. 

In the classroom he roamed around. But the teacher charted 
as her goal that of allowing Solon to become accustomed to 
materials and children. After a time, the buzzing sound petered 
out. Solon stopped wandering about to sit at his table as the 
other children did. His former sadness disappeared and he 
smiled responsively to other children. He would put his hand 
in that of some one he wished to join. The teacher reports: 
‘*His drawings of figures are better. He seems to understand, 
although he does not talk. He finds ways of getting what he 
wants and seems about four or five years old socially.”’ 

War Children.—In a sense, most of the children of to-day 
are war victims, even though the degree of scarring is less ex- 
treme than in Solon’s case. They are affected in various ways. 
Rhoda is the child of an American soldier and an English 
mother. As a baby, she was removed from London to a shelter 
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in Wales. Still later, she saw her father for the first time. Last 
year she came to live here. She is graceful, imaginative, and 
spirited. She is also moody and brittle in all her relationships, 
particularly with adults. Freud and Burlingham described 
many such children in Children Without Families. Because 
Rhoda’s teacher was given this book to read, she was better 
equipped to understand and deal with the child. 

Bob’s problem is classic now. It is that of the boy who be- 
came the ‘‘little man’’ of the family when his father went to 
war, only to be displaced by his father’s return. This was ag- 
gravated by his having to wear glasses at about the same time. 
The child’s negativism, temper tantrums, and sulking, compli- 
cated by his physical appearance, led him into trouble with the 
other children. 

His teacher saved the situation. She understood his problem, 
and because of her real affection for children, she was willing 
to bide her time with Bob and to feed him friendliness while he 
found his true place again at school and at home. 

The roster also includes children like Otto, whose loyalties 
were upset and pulled apart by entering school during the war 
years. In the kindergarten, he scratched and kicked children 
who played war and shot the Germans as enemies. Sometimes 
he protested, ‘‘ Hitler is a nice man.’’ Tics, masturbation, and 
crying spells, all showed his unhappiness. Yet it was not pos- 
sible for the school to work with his parents, who were opposed 
to our public institutions. 

In group sessions, a limited amount of discussion can be 
used to do human-relations work at the young child’s range of 
understanding and feeling. The project uses strategic times to 
point up the similarities in the feelings of all children, giving 
favorable interpretation to national and racial backgrounds. 
It is believed, however, that living out ethical, considerate rela- 
tionships with young children has even greater value in getting 
similar responses from them. It strips them of the need to be 
hostile. 


CONCLUSION 


The Mental Hygiene Project is based upon the belief that 
the school has an obligation to provide good education for all 
children, and that mental hygiene should strengthen the school 
to meet this obligation. This includes educating the mildly 





MENTAL HYGIENE BEGINS SCHOOL 555 


atypical child of to-day who may be the social problem of to- 
morrow. In most cases, this child is responding to his environ- 
ment normally, in terms of his own intelligence and constitu- 
tional make-up. Usually it is the environment that is atypical. 
To slough many of these children into special services outside 
the school neither makes them less exceptional nor fulfills the 
school’s purpose. 

Three-and-a-half years spent on the Mental Hygiene Project 
have given the worker confidence in its procedures. Mental 
hygiene is a broad term, and the possible approaches to a 
school program are manifold. Our experience represents one 
practical demonstration of what can be done in a school pro- 
gram by adding one member to the school staff. It is the opinion 
of Dr. S. Harcourt Peppard that such personnel can probably 
be culled out of the schools by carefully selecting teachers who 
can be given additional psychological training. 

Since 1944, annual progress reports of this project have been 
made available to interested social and educational agencies, 
and we are grateful to see certain aspects of the project’s work 
being adopted for other newer projects. It is also to be hoped 
that our findings and methods may be used advantageously in 
teacher-training programs, as well as in in-service courses. For 
there is a need to relate the new and the old in education. Both 
have desirable elements to be fused and perpetuated. For the 
good of the children, we must reach a common ground between 
the years of experience of the older teacher and the fresh ide- 
ology of student teachers now being trained. 

The Mental Hygiene Project is concerned with every phase 
of school life that has an influence upon children. It, therefore, 
recognizes the public school’s need for enough financial! pro- 
vision to have ample teaching staff and equipment, as well as 
a quality of supervision that gives emotional support to good 
teaching. These are inherent in the genuine success of any 
large-scale mental-hygiene program. 





RELIGIOUS PSYCHOLOGY AND 
HEALTH 
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HE new crisis in health is psychological. The progressive 

control of infectious and organic diseases has improved the 
health of modern man. But functional disorders are on the in- 
crease, and these forms of illness arise from emotional ten- 
sions. A recent survey conducted by the Surgeon General’s 
Office revealed that 50 per cent of all people in the United 
States who seek medical help suffer primarily from emotional 
difficulties.. Other surveys show as high as 80 per cent of all 
cases of illness to have psychogenic or emotional complica- 
tions. The prevalence of these functional disorders has given 
rise to the new field of psychosomatic medicine, which is con- 
cerned with investigating the relations of mind and body in the 
production of illness and health. 

These medical investigations are showing that the emotional 
tensions of fear, anger, guilt, frustrated desire, aversion are 
causing (1) gastrointestinal disturbances, such as peptic ulcer, 
loss or excess of appetite, indigestion, vomiting; (2) disturb- 
ances of eliminative functions, such as diarrhea, constipation, 
mucous colitis; (3) cardiovascular disturbances, such as high 
blood pressure (essential hypertension), pains, palpitations 
and irregular beats of the heart; (4) respiratory disturbances, 
such as asthma, hay fever, laryngitis, chronic cough; (5) skin 
disturbances ; (6) convulsions; (7) headache; (8) genito-urin- 
ary disturbances, such as enuresis, sexual frigidity, and impo- 
tence; and (9) endocrine disturbances, such as thyroid dis- 
orders, diabetes, and so forth.” 

It is evident, then, that the health crisis we face to-day is 
deep-seated in the dynamic forces of the psychic life. Mental 

1See Are You Considering Psychoanalysis, by Karen Horney. New York: W. 
W. Norton and Company, 1946. p. 16. 

2 See “Physiological Effects of Emotional Tension,” by Leon J. Saul, in Person- 
ality and the Behavior Disorders, edited by J. McV. Hunt (New York: The Ronald 
Press, 1944. Chapter 8). See also Emotions and Bodily Changes, by H. F. Dunbar, 


3rd edition (N.Y.: Columbia University Press, 1946). 
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illness has reached a new high, with patients overcrowding 
mental hospitals. The rising tide of delinquency and crime, 
divorce and family problems, destructive rivalry and competi- 
tion, industrial strife, racial tensions, and international conflict 
demonstrate the social aspects of our ill health. It is now clear 
that no social tensions can be solved without reducing the emo- 
tional tensions in the personalities who constitute society. To 
reach the causes of these disorders, personal, interpersonal, 
and intergroup, we must ask why people behave as they do. We 
must understand the motives that lead to expression and re- 
pression, to effective social action or to crippling emotional 
conflicts. 

The causes of ill health are many. The cures are intricate 
and difficult. There is a growing recognition that illness is not 
cured in a closed physical system of diet, medication, and sur- 
gery. For the whole personality is involved and must be treated 
as a whole if health is to be attained. When keys are found to 
unlock emotional repressions and resolve distressing mental 
conflicts, then health is possible in a larger sense. Who will 
turn the keys to emotional health? 

This is no time for rivalries for prestige and glory or dis- 
putes over jurisdiction. The struggle for power and superi- 
ority is one of the epidemic viruses of our civilization. It can 
only intensify our aggravations and hasten our common disas- 
ter. The medicine man has magnified mystery. The healers 
have belonged to one esoteric cult after another: the magician, 
the priest, the apothecary, the physician, the surgeon, the psy- 
chiatrist. Each has his awe-inspiring ritual, his followers and 
his cures. But the healing arts are too complex and too inter- 
related for solitary isolation. Specialists are interdependent, 
and the more they specialize, the more they require codpera- 
tion if they are to cover the field of human needs. The modern 
clinic is a salutary pattern of codperation, each specialist cor- 
relating his work with that of others. 

To provide such codperation, there is now emerging the 
health team. Every up-to-date hospital and health center is 
conducted on this codperative basis of many specialists work- 
ing together for the health and welfare of the patient. To the 
medical team of specialists in diagnosis and treatment—in- 
cluding physicians, surgeons, nurses, X-ray and laboratory 
technicians, electric and diathermic therapists—will be added 
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psychiatrists, occupational therapists, social workers, clinical 
psychologists, group therapists, and chaplains. 

During World War II, neuropsychiatric teams were organ- 
ized by the Surgeon General’s Office and utilized at all levels 
of the army in a wide variety of overseas and interior installa- 
tions, such as hospitals; neurological centers; consultation, 
disciplinary, and rehabilitation units ; and induction, redistri- 
bution, and separation centers. These teams consisted of a psy- 
chiatrist, a clinical psychologist, and a social worker. The 
neuropsychiatric team has the advantage of correlating the 
unique training and experience of specialists. It permits each 
member to use his most highly developed technical skills, while 
supplementing and confirming the other members in the larg- 
est service to the patient.’ 

The health team cannot be a closed circle of in-facing initi- 
ates with backs to the outside world; rather, it must be an open 
circle ready to welcome new workers and able to expand as new 
areas of useful codperation are discovered. In such expanding 
health teams, there will be need for the pastoral psychologist 
to bring the resources of religion to the aid of mental health. 
The pastor who is thoroughly prepared in clinical psychology 
will be useful as an individual counselor and also as a group 
therapist. These pastoral services may be provided at a hos- 
pital or a church, a home or an office, or wherever persons may 
meet for counseling or group fellowship. In every therapeutic 
service the pastor works through interpersonal relations 
rather than abstract ideas. 

Pastoral Counseling.—As a counselor, the pastor interviews 
the emotionally distressed. Not until a person is under stress 
does he seek counsel, and then he wants some one who will listen 
patiently, respond to his feelings honestly, and understand 
without condemnation. Sooner or later every one needs such a 
counselor, and fortunate is he who finds one he can trust. Such 
a counselor may be found in one’s own family or in a neighbor, 
teacher, physician, lawyer, and so on. But psychologically 
trained counselors who have responsive attitudes are few in 
number and not often accessible. The pastor who may be acces- 
sible is apt not to qualify in psychological understanding. For 

1 See “The Neuropsychiatric Team in the United States Army,” by M. L. Hutt, 
W. C. Menninger, and D. E, O’Keefe. Mentat Hycrene, Vol. 31, pp. 103-19, 
January, 1947. 
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this reason theological schools are now introducing more in- 
struction in pastoral psychology, and many ministers are 
entering hospitals for clinical training. The pastor who is qual- 
ified to do skillful counseling will have a busy practice, when 
people find him equipped with resources to meet personal 
needs. 

What does the pastoral counselor add to the health team? 
Does he have any values not offered by other counselors? 

1. To those suffering from guilt the pastor offers the healing 
of confession and forgiveness. Guilt wounds self-respect and 
confidence, by deep feelings of condemnation, remorse, and 
unworthiness. Because sin is a religious teaching, the sufferer 
who is under religious judgment is not relieved until he makes 
confession and receives forgiveness from God and a religious 
authority who represents him.’ A well-respected schoolmaster 
has long suffered from a compulsive neurosis rooted in deep- 
lying guilt and fear of divine wrath. His boyhood sins were 
minor, and later misdeeds imaginary, yet his life was confined 
in agony which did not yield after years of psychiatric treat- 
ment. A wise psychiatrist, therefore, referred him to a pastoral 
counselor to make confession and receive forgiveness. When he 
was invited to view God as a forgiving Father rather than a 
stern Judge, he said, ‘‘If I had only been taught that when I 
was younger, how much suffering it would have saved me!’’ 

2. To those suffering from sorrow the pastor offers the heal- 
ing of grief. After the Cocoanut Grove fire, when Boston hos- 
pitals were crowded with victims, Dr. Erich Lindemann made 
a psychiatric study of 97 cases of severe grief. He found a 
syndrome of upset nervous system, deep sighs, loss of appe- 
tite, insomnia, excessive fatigue, intense distress, preoccupa- 
tion with the deceased, loss of interest in other persons, guilt, 
hostile feelings, and dependence. In his treatment of grief, he 
found it necessary to review the events of the tragedy, talk 
over the details of life with the loved one, encourage weeping 
and expression of guilt, until the bereaved was able to accept 
the loss. Realizing that bereaved persons come to ministers 
oftener than to physicians, he has taken every occasion to edu- 
cate ministers as to how to counsel such persons to find outlets 
for their grief and win release. The pastor has the religious 


1See Guilt and Redemption, by L. J. Sherrill. Richmond, Virginia: John Knox 
Press, 1945. 
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sacraments and ‘‘strategies of solace’’ to comfort and bring 
courage to those who face death.’ 

3. To those suffering from anxiety and fear, the pastor 
offers increase of faith. While religious teachings may incite 
anxiety because of sin and fear of divine power, yet the domi- 
nant note of religious experience is faith. ‘‘ Though he slay me, 
yet will I trust him’’ (Job 13:15). For to most believers relig- 
ious faith is founded on God as a Sustainer of Values, who 
defends and upholds the good against the evil. The evils we 
fear and worry about become intolerable unless we can trust in 
a larger good that evil does not destroy. 

How is this faith transferred from the counselor to the coun- 
selee? By contagious empathy far more than by words or argu- 
ments. Verbal efforts to cheer up and reassure anxieties 
demand a show of optimism that either represses or accentu- 
ates the fear by deepening the contrast. But a counselor who 
has genuine faith cannot hide it, for it is eloquent in every 
breath and posture. ‘‘This morning I have actually relaxed,’’ 
said a neurotic patient to the counselor, ‘‘because your face is 
so calm.’’ Not what we protest or even what we profess, but 
what we feel has most influence on other persons. Does one 
have to be religious to have confidence? The answer may be, 
‘“No,’’ until we realize that psychologically religion is faith, 
and faith is a religious attitude, a trust in some sustainer of 
value. Whoever has faith feels sustained, and that feeling of 
faith sustains others. 

4. To those who suffer from hostility the pastor offers the 
spirit of love. A woman who has been unjustly disinherited of 
a large estate by divorce, death, and legal chicanery comes 
every week to the clinic, but gains no relief from a choking 
cough that prevents speaking or breathing comfortably. 

‘‘Have you ever heard the phrase choking with anger?’’ she 
was asked. 

‘‘Yes,’’ she replied bitterly to the counselor, ‘‘that is just 
my condition, but I will never forgive and I will never give up 
fighting to get my money.”’ 

Anger must be cured before her illness can be cured. 

A young mother came to the same clinic with her three-and- 
a-half-year-old daughter, who has vomited after meals since 


1See Peace of Mind, by J. L. Liebman. New York: Simon and Schuster, 1946. 
pp. 105-33. 
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birth. The mother admitted that she had not wanted the baby, 
because during pregnancy she had quarreled with her husband, 
with his family, and with her own. What with feeding difficul- 
ties and the vomiting, she had become so disgusted that she had 
continued to resent and reject the daughter. After counseling, 
the mother was able to be more affectionate to the daughter 
and the vomiting ceased. 

Karen Horney, the psychiatrist, points to lack of affection 
as the major cause of neurotic and delinquent tendencies.’ 
Christianity holds love highest of all values and demonstrates 
the power of a beloved community. Yet every individual needs 
to discover love for himself, and learn to love by being loved. 
‘*We love him because he first loved us’’ (I John 4:19). And as 
in faith so in love, words are not enough. The transforming 
power of love is a transfer of attitudes, by the contagious em- 
pathy of genuine interest in and affection toward another. This 
is what the psychotherapists call ‘‘relationship therapy,’’ a 
deepening sense of comradeship that releases defensive repres- 
sions, as it heals hostility and isolation. 

Group Therapy.—Group therapy was started in 1905 by Dr. 
Joseph H. Pratt as a class method of treating tuberculosis pa- 
tients in Boston. About the same time (1908), Jacob L. Moreno 
in Vienna initiated psychodrama as spontaneous stage plays 
produced by juveniles to act out their own problems. In 1911 
he formed self-help groups among prostitutes and in 1916 
among displaced war refugees. Bringing these ideas to Amer- 
ica in 1927, he started a ‘‘therapeutic theater’’ for mental pa- 
tients, and sociometric groupings at the New York State 
Training School for Girls. In 1930 Dr. Pratt launched group 
therapy at the Boston Dispensary for psychoneurotic patients 
referred from the medical clinic because of painful symptoms 
without apparent organic cause. These classes have continued 
to the present time with marked success in restoring a large 
percentage of patients to health. Other medical centers, mental 
hospitals, and penal and social agencies, as well as the United 
States Army, have introduced group psychotherapy.’ 


1See The Neurotic Personality of Our Time, by Karen Horney. New York: 


W. W. Norton and Company, 1937. pp. 79-80. 

2 See Group Psychotherapy, by J. W. Klapman (New York: Grune and Stratton, 
1946) ; Group Psychotherapy, edited by J. L. Moreno (New York: Beacon House, 
1945); and An Introduction to Group Therapy, by S. R. Slavson (New York: 
The Commonwealth Fund, 1944). 
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At the Boston Dispensary Dr. Pratt has made effective use 
of the health team. This team includes the physicians of the 
medical clinic, the psychiatrists of the nerve clinic, social 
workers, and religious psychologists. The first secretary of the 
Thought Control Class (as the patients named it) was a social 
worker, Miss Edith Canterbury. The religious psychologist, 
until his retirement in 1946, was Winfred Rhoades. He as- 
sisted Dr. Pratt in the Thursday morning class, and for many 
years conducted a Monday evening class in the same way. In 
collaboration with Dr. Rose Hilferding, a medical psychologist, 
he has interviewed over 4,000 patients, adding counseling to 
group treatment. His lectures to the classes have appeared in 
numerous books that have a wide reading. 

Since Mr. Rhoades’s retirement, the author of this paper has 
succeeded him in conducting the classes. Advanced students, 
candidates for the Ph.D. at Boston University in psychology 
of religion, are as welcome at the Boston Dispensary as medi- 
cal students, as they assist in the group therapy and the inter- 
viewing. Other students in pastoral psychology assist in group 
therapy at Boston Psychopatic Hospital, in recreation, occu- 
pational therapy, and sociometric studies of interpersonal 
relations of patients. 

What does group therapy do for mental health? It is gen- 
erally recognized that neurotic and psychotic patients are dis- 
turbed in their interpersonal relationships. Their emotional 
distresses reflect anxiety or failure in getting along with other 
persons. Individual psychotherapy establishes a good relation- 
ship with the counselor. Group psychotherapy can develop 
better relations with many persons and thereby enlarge the 
patient’s freedom to enjoy and activate his social adjustment. 
Class methods provide group instruction, but are apt to be 
formal unless lectures provoke active discussion among the pa- 
tients. Spontaneous interpersonal action is the aim of psycho- 
drama and sociometry, with release of repressions, reénactment 
of conflicts, and growth through dynamic interplay of person- 
alities upon one another. 

To be more specific, there are five unsocial tendencies that 
group therapy aims to correct by inviting interpersonal 
activity : 

1. Timidity needs social skills, to be learned in doing things 
with other persons. 
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2. Isolation needs social response, to be had in conversation, 
play, and work with others. 

3. Egocentricity needs social participation, to be gained in 
feeling the belongingness of membership in a group. 

4. Inferiority needs social leadership, to be developed in 
taking responsibility for others. 

5. Aggressiveness needs social balance, to be won by interest 
in and appreciation of other persons in the group. 

How does religion come into such group therapy? Histori- 
cally every religious leader has drawn together a circle of 
disciples who share deeply and walk together in a common life. 
Every religion has formed communities, and the closest knit 
communities have usually been communal religious groups. 
Monasteries are social organisms ; religious orders are brother- 
hoods; churches, synagogues, temples, and mosques are cen- 
ters of unifying fellowship. Great religions seek a universal 
community where all may dwell together as one family of 
earth under benevolent heaven. Dr. J. L. Moreno: recognizes 
this therapeutic value of the religious group: 

“Christianity can be looked at as the greatest and most ingenious psycho- 
therapeutic procedure man has ever invented, compared with which medical 
psychotherapy has been of practically negligible effect. It can be said that 
the goal of Christianity was from its very beginnings the treatment of 


the whole of mankind and not of this or that individual and not of this 
or that group of people.” 2 


Dr. Pratt has noted the similarity of his group-therapy class 
to the religious class or prayer meeting in the evangelical 
churches of the past century. His roll call recognizes each mem- 
ber as worthy of special attention; the period of relaxation is 
similar to a season of prayer; his reports of progress are 
equivalent to the testimonies of religious growth; his inspira- 
tional talks are aimed at emotional response as is the sermon 
or the religious talk. He encourages ministers to employ his 
methods of group therapy in church groups to improve the 
emotional health of the members. Christian Science has had a 
remarkable growth by using similar methods to meet health 
needs. But the emphasis in the Protestant churches and in the 
Federal Council of Churches is the codperation of religious 
therapists with medical therapists. Whether in the Emanuel 


1Who Shall Survive? by J. L. Moreno. Washington, D. C.: Nervous and Mental 
Diseases Publishing Company, 1934. p. 4. 
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movement of an earlier day; or in the church clinic as in some 
New York churches; or in pastoral counseling centers as at 
Hennepin Avenue Church in Minneapolis and the Cathedral 
Church of Saint Paul in Boston; or in many hospitals where 
chaplains work with the physicians, psychiatrists, and social 
workers—the aim in all these services is to form a health team 
to bring all possible healing resources to the patient. 

The Health Resources of Religion.—There are some who do 
not welcome the religious therapist to the health team. They 
sincerely believe with Marx that religion is an opiate, or with 
Freud that it is an illusion that offers escape rather than 
reality. We do not intend to debate here the logical fallacies in 
such a position, as H. Crichton-Miller does in a recent article.’ 
The relation of religion to health is a pragmatic question of 
what are the consequences. When Jung declares his experience 
of healing in the following terms, he is simply reporting the 
results as he observed them: 

“Among all my patients in the second half of life—that is to say, over 
thirty-five—there has not been one whose problem in the last resort was 
not that of finding a religious outlook on life. It is safe to say that every 
one fell ill because he had lost that which the living religions of every 


age have given to their followers, and none of them has been really healed 
who did not regain his religious outlook.” ? 


To the health worker, the use of religious therapy will like- 
wise depend, not on theoretical, but on practical considerations. 
If religion helps make sick people well, and well people better, 
then religion will be worth trying. For we leave no stone un- 
turned, and no useful health agent neglected, in our desire to 
extend health more abundantly to all. The increasing number 
of chaplains in hospitals, the reference of patients by physi- 
cians, psychiatrists, and social workers to pastors, are some 
indications that religion can play a useful rdéle in the health 
program.*® Of course much depends upon that pastor. If he is 
crude, dogmatic, arrogant, or foolish, he can do more harm 
than good. And this is likewise true of the physician or of any 
other health worker. The wise selection and adequate training 


1“The Value of an Illusion,” by H. Crichton-Miller. Merntat HyciIene, 
Vol. 31, pp. 38-49, January, 1947. 

2 Modern Man in Search of a Soul, by C. G. Jung. New York: Harcourt, Brace, 
and Company, 1933. p. 264. 

8 See Report on the Clergy-Physician Relationship in Protestant Hospitals, by 
H. P. Schultz. Evansville, Indiana: American Protestant Hospital Association, 1942. 
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of each health worker is the answer to this dilemma. When the 
pastor is well qualified by temperament, understanding, and 
skill, he proves to be a useful member of the health team. For 
he brings unique values to the healing process not otherwise 


present. 

What are the health resources of religion? It is significant 
that health and holy are derived from the same root in many 
languages, meaning ‘‘whole.’’ The religious goal is identical 
with the goal of healing—to make men whole. Religious experi- 
ence is deeply embedded in the emotional life, and when truly 
oriented, it permeates the attitudes that are conducive to 
health. These are some of the healthy attitudes that rise in the 
creative power of religious experiences: (1) the sense of per- 
sonal worth; (2) trust in the ultimate victory of good over 
evil; (3) membership in a communal fellowship; (4) the sup- 
port of invisible yet constant companionship; (5) confession 
and forgiveness ; (6) the urging and guiding of growth; (7) the 
aspiration and dedication of worship; and (8), the discipline 
or way of life.’ 


When a twenty-one-year-old college girl was admitted to a mental 
hospital, she presented a picture of violent, undiscriminating fury with ex- 
treme combativeness and negativism. During the course of six weeks she 
progressed under psychotherapy and group therapy sufficiently to be dis- 
charged. Because she was oriented to religious ideas of perfection and 
divine guidance, she was referred to a religious psychologist at the hospital. 
Five interviews were held, during which she told of her childhood as the 
second of eight children, and her painful sense of rejection, humiliation, and 
loneliness because of her feelings of inferiority and isolation. On several 
occasions after graduation from high school, she had left home on com- 
pulsions that God was leading her and she must follow. She had always 
been afraid of people, but after a conversion experience, she felt much 
closer to people. 

The release through confession, the tracing of new insights out of her 
confusion, the analysis of motives for her behavior, and the planning of 
next steps to take, gave her a better perspective. She came to see the need 
of relating her religious experience to her social responsibilities, and to 
consider impulses in the light of what is the most reasonable thing to do. 
She recognized her need of growth, rather than of perfection, of social life 
rather than of seclusion, of religious deeds of unselfish kindness rather 
than moments of ecstasy. She became interested in making gifts for her 
parents, in choosing stories to read her younger sisters, and cooking food 
the family at home would enjoy. When she returned home, she was pre- 


1See Psychology of Religion, by Paul E. Johnson (New York: Abingdon- 
Cohesbury, 1945. pp. 240-44) ; “The Contribution of Religion to Mental Hygiene,” 
by Seward Hiltner (MenTAL HycieneE, vol. 24, pp. 366-77, July, 1940); and 
“Mental Hygiene and Religion,” by Milton E. Kirkpatrick (ibid., pp. 378-89). 
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paring to let God lead her toward people rather than away from them and 
to take her place in religious and social groups as she had not before. She 
seemed to find some of the health values noted above, and a year later the 
hospital received a good report of her continuing progress. 


How are these religious resources open to persons in quest 
of health and wholeness? Not by rigid dogmatisms or set 
forms, not by verbal reassurance or persuasion, not by moral 
advice or traditional authority, for all these are external and 
coercive pressures that have blocked the contagion of the re- 
ligious spirit. Rather do we find religious influence moving by 
psychological energies through other channels. Among these 
psychological channels are: (1) empathy and example; (2) fel- 
lowship and sharing; (3) learning by doing together; (4) 
growing in unselfish service; (5) faithful practice of ideal 
principles ; and (6) prayers of gratitude and trust to heal anx- 
iety and guilt. 

Miracles of religious healing occur whenever psychological 
conditions warrant them. Whether such miracles are super- 
natural, let theologians debate. To our empirical view, we can 
at least say that they are miracles of interpersonal relations. 
When a person radiates the religious attitudes of faith, hope, 
and love, he may become a therapist to those who feel the same 


attitudes responding in them. The action of these spiritual en- 
ergies is psychological. They offer effective resources for 
mental health. 
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TUDIES of public health in the twentieth century show a 

striking increase in bodily disorders associated with anxiety 
and states of depression. There has also been a marked rise in 
certain organic diseases of the respiratory and gastrointesti- 
nal tracts, in heart disease, and in endocrine disorders, which 
represent the end results of longstanding chronic disturbances 
of function in the organs involved. These conditions have been 
labeled ‘‘psychosomatiec,’’ in recognition of the fact that they 
are caused, in one way, by psychological states that express 
themselves in terms of disturbed physiology. The final disease 
is organic, but it has a long history which began with inborn 
physical and psychological factors upon which biological de- 
velopment and the sociological environment superimpose im- 
portant dynamic components. Physical signs and symptoms, 
then, along with anxiety and depression, can often be under- 
stood and best treated when the underlying emotional factors 
are recognized. 

College students, like the rest of the population, demonstrate 
this upward trend in the so-called psychosomatic affections. 
Because of the age group into which they fall—namely, late 
adolescence—college students exhibit the entire range from 
beginning to end stages in the development of those diseases 
which, statistics show, are on the increase. This increase, how- 
ever, does not represent an absolute increase of emotional or 
mental disorders in the younger age groups, but accompanies 
a relative decrease in the incidence of hysteria. 

Sociological factors operate in producing psychological dis- 
turbances in two ways: first, by increasing the predisposition 
and, second, by multiplying the precipitating situations. 

* Presented before the Pacific Coast Section of the American Student Health 


Association, San Francisco, January 24, 1947. 
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In psychobiology, it has become axiomatic that the greatest 
influences on an individual arise from experiences in the earli- 
est years of life. Psychological development and biological 
development are inseparable, and the most formative period is 
infancy and early childhood. If, therefore, the environment of 
the first years of life is such as to frustrate the child’s normal 
development, sociological factors have to be taken into account 
as predisposing the child to later emotional disturbances. 

For adolescents and adults, external events in the social 
environment may precipitate reactions of anxiety, resentment, 
general insecurity, and frustration. When the individual is 
already predisposed by reason of early developmental diffi- 
culties, immediate situations are all the more potent in their 
effects, and a trivial event may reawaken conflicts that be- 
longed to an earlier age. 

What kind of predisposing and provocative social factors 
are operative in the case of our present-day college students? 
Since the atom bomb fell on Hiroshima, we say that we are liv- 
ing in an atomic age. Since Bikini, we are sure of it. But, look- 
ing backward, we discover that we have been living in the 
atomic age for a long, long time. Since I am a psychiatrist and 
not a sociologist, I would not presume to say just when the 
atomic age began. It is apparent to me, however, that the stu- 
dents in college to-day have been living all their lives in the 
atomic age. This century’s rapid advances of basic research in 
the physical sciences, the trend of political forces after the first 
World War, and the highly refined mechanization of life by the 
1920’s, all point to the fact that the atomic age was well under 
way twenty years ago, when students at college now were 
either not yet born or were in their infancy. 

For all of these reasons, my thesis is that the present crop 
of college students were affected from birth by a general social 
milieu that subjected them in their formative years to unfavor- 
able cultural pressures. To-day, these same students are 
pressed upon by events that are symbolized by the atomic 
bomb—events that are directly destructive and frightening, or 
events that are indirectly responsible for general anxiety and 
feelings of isolation from one’s fellow men. 

In a recently published study in social medicine, a British 
doctor of public health, J. L. Halliday, has considered the rise 
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in the psychosomatic affections from the epidemiological view- 
point. Halliday believes that this rise may have started as far 
back as 1870 when, contemporaneously, the decline in the Brit- 
ish birth rate began. By the twentieth century, statistics in 
Great Britain definitely revealed the increased incidence of 
psychosomatic illnesses, which reached nearly epidemic pro- 
portions after the first World War. Comparing the Victorian 
era with the period around 1930, Halliday says: 


“When we contrast the milieu of infancy of the recent ’30’s with that of 
the ’60’s, we find that it had undergone a change of the profoundest kind 
during the intervening 70 years. Infants were no longer reared ‘instinc- 
tively’ or by natural impulse as modified from district to district in ac- 
cordance with the traditions of their respective wise old women of the 
tribe. Instead, we find a consciously directed communal effort to rear babies 
in accordance with the principles of the most up-to-date scientific physical 
hygiene. The procedure was not confined to the better-off social classes, 
but, as a result of official propaganda and the establishing of child-welfare 
clinics, was widespread among the masses also. The change represented an 
entirely new departure in the conditioning of infants. Nothing resembling 
it is to be found in the previous history of man, It had far-reaching social 
consequences not only in the cutting down of the previous appallingly high 
rates of infant mortality and in improving the expectation of life—these 
effects had been anticipated—but also in modifying the foundations of 
‘personality structure’ of the newer generation— an outcome that had not 
been foreseen . 

“The ‘life,’ instead of being allowed to unfold naturally with the con- 
comitant maturing of bodily order, was subjected to an imposed system of 
conditioning which prematurely provoked, or predisposed to, bodily dis- 
orders by inducing tensional states or dysfunctions in the gastrointestinal 
tract, the respiratory system, the cardiovascular system, the voluntary 
muscular system, etc.” 


Summarizing the changes that occurred in the world of the 
adult, Halliday states: 


“ .. there was a progressive increase of ‘inner’ insecurity, which (apart 
from the influences of altered social conditioning of infants) was a response 
to the progressive increase in the outer ‘economic’ insecurity in respect 
of occupation, income, and status of the individual in the social setting. 
The emotional tensions thus engendered could not be adequately liberated 
because of the progressive restriction on the creative activities of making 
and producing ‘goods’ and because of the increasing neglect of innate bio- 
logical working rhythms; neither could the tensions be canalized in the 
form of a drive to a good object or goal either in this life or a future one. 
There was also a progressive recession of the sphere of ‘the divine,’ asso- 
ciated with the increase during the period of secularisation of thought— 
i.e., rationalism. This withdrawal of ‘God’ is far from unimportant in its 
practical psychological and social effects.” 


1See “Epidemiology and the Psychosomatic Affections,” by J. L. Halliday. 
Lancet, 251, pp. 185-91, August 10, 1946. 
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In other words, in this atomic age of ours, the shattering 
forces to which students in Western civilization are subjected 
are not merely physical and psychological, but also what may 
be termed ‘‘ psychosocial.’’ 

Experience With 100 Students During the War.—As soon 
as the Langley Porter Clinic was opened in April, 1943, we 
began to see students from both the Berkeley and the San 
Francisco campuses of the University of California. A survey 
of the first hundred consecutive cases shows that exactly half 
the students came from Berkeley and half from the Medical 
Center in San Francisco, where the Langley Porter Clinic is 
located, although, even during the war, there were about ten 
times as many students in Berkeley as on the San Francisco 
campus. 

Another indication of the value of accessibility of psychi- 
atric service was the fact that seven times as many San Fran- 
cisco students referred themselves as Berkeley students. The 
student infirmary at Berkeley, Cowell Memorial Hospital, sent 
us forty-seven students, while only three Berkeley students 
came on their own initiative. By contrast, twenty-one of the 
San Francisco students referred themselves. This difference 
can be partially explained by the fact that Cowell Hospital has 
for many years provided diagnostic and brief therapeutic serv- 
ices for their psychiatric cases, so that most of the Berkeley 
students found it unnecessary to travel seventeen miles to the 
Langley Porter Clinic. The students who came to us from 
Berkeley were, therefore, the severe cases selected for ex- 
tended treatment on an out-patient basis. This survey does not 
include the students whom we had to hospitalize immediately. 

Seventy of our first hundred students were diagnosed as 
suffering from a psychoneurosis, while only eight were psy- 
chotic. There were four psychopathic personalities and three 
schizoid personalities. Only five, in all, were cases of simple 
maladjustment. Thus the great majority of the hundred stu- 
dents were suffering from very severe personality disorders. 
Psychoneurotic reactions accompanied by physical symptoms 
comprised the largest single diagnostic group. Since physical 
complaints were so prominent, it is not surprising to find that 
sixty-seven were referred by doctors, seven by teachers, and 
only two by social agencies. The remaining twenty-four stu- 
dents, as already mentioned, came of their own accord. 
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Treatment on an out-patient basis consisted of psychothera- 
peutic interviews. The time spent with an individual student 
ranged from one hour to two hundred and fifteen hours. For 
the entire group, the average number of hours with the psychi- 
atrist was just under seventeen. The two patients who received 
the most treatment both recovered. One was a case of acute 
schizophrenia; the other was a case of neurotic character de- 
velopment. The latter patient was a pre-medical student who 
broke down in connection with a major operation just before 
she would have entered medical school. She was kept out of 
school and did laboratory work during the two years she was 
under treatment. For the past year and a half she has been 
going to a medical school in the East; she has been well and is 
on the ‘‘honors’’ list. 

The results of treatment are known for seventy-eight of the 
hundred students. Sixty per cent recovered completely or im- 
proved markedly. In a survey of another group of 104 consecu- 
tive out-patients who entered the Langley Porter Clinic in 
March, 1945, similar results were obtained. Also, in over 1,400 
out-patient cases closed during the fiscal year 1945-1946, the 
improvement rate was likewise 60 per cent. 

The students, however, on the average, were given almost 
three times as many hours of treatment as were the general 
clinic patients. It appears, therefore, that in brief types of 
treatment, tripling the average number of hours per patient 
does not produce better statistical results. This conclusion is, 
I believe, due to at least four factors: 1. Some of the conditions 
treated are of such a nature that no amount of treatment would 
bring about lasting improvement. 2. Very long psychotherapy, 
which is not available at a clinic or in a student health service, 
is the only effective treatment in other cases. 3. Certain pa- 
tients are given supportive treatment for the purpose of help- 
ing them to maintain as good a social adjustment as possible, 
though their diagnoses indicate that little, if any, improvement 
can be expected and the primary aim is to keep them from 
growing worse. 4. The personality or efficiency of the psychia- 
trist is inadequate in some cases. 

Only eighteen students received over twenty hours of treat- 
ment. Of the rest, who saw the psychiatrist less than twenty 
times, most were interviewed between four and eleven times, 
the median figure being eight hours of psychotherapy. 





572 MENTAL HYGIENE 


Within the past fifteen months, the Student Health Service 
of the University of California at Berkeley has, for the first 
time, had a full-time psychotherapist. Very recently, a full- 
time clinical psychologist and a full-time psychiatric social 
worker have been added to the staff of Cowell Hospital. The 
number of part-time psychiatrists has also been increased. The 
Langley Porter Clinic continues to take care of a sizeable num- 
ber of the more severe cases. The psychiatric needs of a student 
body of 22,000, however, are not yet being met fully. There is 
now a long waiting list both at Cowell Hospital and at the 
Langley Porter Clinic. However, immediate attention is always 
given to acute emergencies such as suicide attempts and psy- 
chotic breakdowns. 

Estimates indicate that 5 per cent of any student body will 
need psychiatric care because of symptoms so acute that they 
force themselves upon the attention of the doctors and admin- 
istrators. About 2% per cent of any student body will have to 
be given psychiatric care. 

Desirable Policies in Student Health Psychiatry.—Our ex- 
perience with psychiatric patients amongst the students at the 
University of California indicates certain desirable principles 
for student health services to follow: 

1. Since most of the personality disorders present them- 
selves with physical complaints, the physicians who see stu- 
dents are the ones who, in the majority of cases, are the first to 
detect the need for psychiatric attention. These physicians get 
the first chance to treat the students and they should have free 
access to psychiatric consultation or be able to refer the patient 
to the psychiatrist for treatment. 

2. When psychiatric service is readily available, many stu- 
dents will voluntarily seek help. The psychiatrist must, there- 
fore, be accessible, so that students can make a direct contact 
with maximum privacy. 

3. The psychiatrist should be a part of the student health 
service and not connected with any academic department, 
dean’s office, or administrative headquarters. Such connections 
are associated, in the students’ minds, with disciplinary rather 
than medical treatment. 

4. When both accessibility and privacy of treatment are pro- 
vided, students will not have to wait until they are physically 
sick or desperate, in order to get psychiatric attention. In this 





SHATTERED STUDENTS IN AN ATOMIC AGE 573 


way, they will be able to get early treatment; and, under these 
circumstances, one or two interviews may easily bring relief. 

5. A psychiatric service can anticipate that about eight psy- 
chotherapeutic interviews, on the average, will be required for 
treating the commonest of the conditions for which psycho- 
therapy is prescribed—namely, emotional disturbances with 
somatic symptoms. Private psychiatrists and hospitals, com- 
munity and Veterans’ Administration facilities should be 
freely used for the treatment of the more severe mental dis- 
orders. 

6. The clinical psychologist is most helpful in diagnostic 
studies and in vocational guidance. 

7. The trained psychiatric social worker is invaluable both 
in investigating and in manipulating the environmental factors 
that play an etiological or a therapeutic role. 

8. Even though they are suffering from severe personality 
disorders, students may in many cases remain in college with- 
out harm to themselves or to others. Indeed, in some cases, 
remaining in school has positive therapeutic value. The wel- 
fare of certain students, however, demands that they leave 
school or modify their-courses. The psychiatrist may make 
such recommendations to the administration, but in all other 
respects, the information received from the student must re- 
main strictly confidential and inviolate. 

9. The physician-patient relationship should always be vol- 
untary. No one has a right to demand of the psychiatrist that 
he see a student against that student’s will. 

10. The non-psychiatric staff of a student health service 
should be instructed in the principles of medical psychology so 
that the physician can recognize which conditions it is desirable 
for him to treat and which he should refer to the psychiatrist. 
Thus, one of the functions of the psychiatric department should 
be to hold seminars for the other doctors in the health service. 
Out of all the students who seriously need help, the actual num- 
ber who get it would thus be increased. Furthermore, as medi- 
eal psychology, psychiatry enters active partnership with 
internal medicine. 

11. Faculty members and the personnel of deans’ offices can- 
not very well take the responsibility of determining when 
physical symptoms are of psychological origin; nor can they 
safely distinguish between serious signs of depression and the 
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more normal forms of anxiety. Only trained physicians can do 
this. It is, therefore, better for laymen to make free use of the 
psychiatric service, instead of attempting a treatment that 
belongs to the specialist. Administrative officials of the univer- 
sity or college should, however, be trained to recognize what 
conditions call for psychiatric attention. 

The conduct disturbances of students are also indications 
for psychiatric consultation, but the student should always be 
left free to decide whether or not he wishes medical advice in 
addition to the disciplinary action which his conduct may de- 
mand. It is undesirable that the psychiatrist be used as a sub- 
stitute for disciplinary measures, since he may come to be 
regarded as a savior and the student’s desire to avoid the con- 
sequences of his behavior may be used as a medical complaint. 

12. A psychiatric service is necessarily expensive, but it 
relieves the other physicians in the student health service from 
treating a large number of chronic complaints. It is estimated 
that about half of the disorders of ambulatory patients are of 
a psychosomatic nature. Obviously, it is impracticable for a 
psychiatrist to see all of these cases, but other doctors are re- 
lieved of their most burdensome and time-consuming patients 


when the medical psychologist takes over the more severe 
cases. Thus, from a practical standpoint, money spent on psy- 
chiatry can be partially saved from the budget for general 
medical care. The money spent on medical psychology may pre- 
vent the endless use of the medical clinic by individual students 
with psychosomatic disorders. 


CONCLUSION 


Psychosomatic affections are, relatively speaking, on the 
increase due to sociological as well as biological factors. Ex- 
perience with University of California students during the 
past four years bears out this trend in social medicine. 

Without being taken out of school, students with serious per- 
sonality disorders can be benefited by short psychotherapy— 
that is, approximately eight interviews per student case. When 
psychiatric service is available and affords privacy, incipient 
personality disorders can be treated early and sometimes suc- 
cessfully in one or two interviews. 
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Universities and colleges can make use of medical psy- 
chology in an economical way, so long as they understand it as 
a medical ally and not as a disciplinary adjunct. 

Social medicine looks upon education as something more 
than a means of teaching information and techniques. Social 
medicine regards education as a social institution with the aim 
of helping young people to develop into useful and reasonably 
contented members of society. The shattering influences of the 
atomic age are self-destructive impulses imposed on us all, 
both from within and from without. We can all do with every 
sort of help we can get in handling these impulses, for our very 
survival is at stake. 





ADJUSTMENT OF THE PHYSICALLY 
HANDICAPPED COLLEGE STUDENT 


NATHAN DOSCHER, Pu.D. 
Instructor in Hygiene, Brooklyn College, Brooklyn, New York 


A PROBLEM in adjustment is presented by the physically 
handicapped college student. Elements of frustration 
appear that are found in many serious personality complexes. 
This does not mean that these collegians are abnormal. At 
an eastern college, 99 handicapped males were given the Bell 
Adjustment Inventory, a test that checks the reactions of 
students to home, health, social, and emotional situations. 
According to their responses, they had attained an average 
adjustment.’ 
Nevertheless, in an interview examination participated in 
by 66 college men suffering from physical defects,” the replies 


1 Students are rated on the Bell Adjustment Inventory as having attained 
the following types of adjustment: 


Score Adjustment 
0- 9 Excellent 
10-22 Good 
23-41 Average 
42-60 Unsatisfactory 
Over 60 Very unsatisfactory 


The inventor of the Bell test has indicated that students who have rated 
average scores on certain sections of the test may still have serious problems. 
However, those who do rate satisfactory are less likely to have unusual attitudes. 

The 99 handicapped students to whom the Bell Adjustment Inventory was 
administered attained a score of 30.66. Incidentally, it might be pointed out 
that 21 of the 99 were veterans of World War II. They achieved an average 
of 31.07 on the adjustment test as compared to 30.49 for the 78 non-veterans. 

2The physical handicaps (number in parenthesis where they exceeded one) 
of the students were as follows: cardiac condition (22), diabetes (4), hyper- 
tension (4), asthma (3), hernia (3), colitis (2), flat feet (2), post-operative 
weakness of feet (2), post-poliomyelitis defects (2), blindness in one eye, 
cataracts, chipped kneecaps, chronic glandular defect, continuous pulsation of 
throat, deafness in one ear, deformed hip, Erb’s palsy, fractured vertebre, 
hemorrhagic acne vulgaris, hydrocele, myositis ossificans of the arm, neurasthenia, 
post-operative (brain) condition, post-operative deformity, post-osteomyelitis 
defect of leg, post-pneumonia debility, rheumatic heart, severe allergy, tendency 
to pneumonia, traumatic cataract of eye and partial deafness, very weak eyes. 
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indicated that there were many unusual problems. The sub- 
jects were asked to write at length of their feelings toward 
the environment. Their replies fell into four categories: 
(1) general attitude; (2) financial condition; (3) relationship 
to the opposite sex; (4) value of special exercise course. 

General Attitude.—The tabulation below is a summary of 
the attitudes expressed by the group. In some cases it was 
not possible to glean a single type of attitude in the student’s 

GENERAL ATTITUDE OF HANDICAPPED STUDENTS 
Attitude Number of cases 


No feeling of difference 18 

Resents attitude of solicitude on the part of others 12 

Feels badly about being classified 4F 9 

Continuously worried about condition 8 

Self-conscious about inability to rely on himself (one 
felt that this was in violation of American 
tradition) 

Defect not noticeable and therefore does not care 

Conceals defect to get along 

Chip on shoulder 

Can’t conceal defect any more because people ask 
why he is not in the army 

Humiliated 

Inferiority complex (sic) 

Marked man because of society’s cruel attitude 

All friends in army and therefore is lonesome 

Avoids crowd and stays in room as much as possible 

Conscious of staring 

Embarrassed at any joke concerning the lame, the 
halt, or the blind 

Enjoyed special treatment while ill, has become lazy, 
and expects others to do his chores 

Feels like shirker because of war 

**Tt is God’s will that I am this way and He, 
therefore, meant that I perform something great 
in life’’ 

Injured in army and is cocky about his condition 

‘*T’m happy in my great life in my room’’ 

‘*Labeled, ‘Fragile, handle with care’ ’’ 

Left out of parties and is bitter 

‘*Must avoid self-pity’’ 

**Must not feel inferior in any way’’ 

Resents official inquiries about ills 

‘*Prevented from participating in activities and, 
therefore, do not know my capabilities’’ 

‘*People stare, but I don’t care’’ 

Thoughts of early death lead to melancholy 

Wants individual handling 

Will discuss condition only as a joke 


ee 
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expression. In that case the youth’s attitude was included 
in two or more classifications. For instance, 18 young men 
stated that they felt no different from any one else. Never- 
theless, in each such instance, what the student wrote was 
colored by one of the other attitudes listed. A similar over- 
lapping appeared in the case of nine students who felt badly 
about being classified 4F by the army. All of these students 
also expressed a lack of self-assurance on some other score. 

Inspection of this tabulation reveals that the students had 
unusual thoughts. These concerned the untoward effects 
upon their social life brought about by their handicaps. They 
assumed a state of bravado; they saw people staring at them; 
they were marked weaklings; they were discriminated 
against; they were incapable of enjoying jokes; they gloried 
in isolation; they resented proffered help; and they wanted 
individual care. Normal human beings have such feelings, 
but they are temporary. These handicapped youths spoke of 
this unusual concern about position in society as being con- 
tinually present. For collegians, such worry is a hindrance. 
That it was not entirely a subjective attitude, arising out of 
physical defects, but had a concrete basis in experience, is 
indicated in the following two sections. 

Financial Condition.—Economically, all of the 66 subjects 
either worked or came from families in which financial 
resources were not ample. Almost every one of them had 
had some experience in securing a position. They expressed 
their reactions to the possibility of employment as follows: 

‘*A man must be given a chance to prove himself.’’ 

‘*Medical schools and many professions will not accept a man who is 
handicapped.’’ 

‘“There should be a bill of rights for the handicanped student.’’ 

‘*A job can be held only if I lie about my condition.’’ 

‘*T am attending college so that it will be easier for me to secure a 
job later, and I dislike being placed in any special classes for the 
handicapped because it hurts my chances.’’ 

‘“Society must care for handicapped people.’’ 

**T am encouraged by examples like Steinmetz, but competition is so 
keen that I constantly worry about my ability to finish my engineering 
degree.’’ 

‘‘T just can’t get a job.’’ 

**T am precluded from scientific work, in which I excel, because of 


allergies.’’ 
‘*T think something is morally and mentally wrong with me every 


time I apply for a job.’’ 
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‘“Schools must do more about codperating with outside agencies to 
assure work for handicapped students.’’ 

‘*T depend upon leniency and sympathy of employer to hold a job.’’ 

‘*T was refused a defense job because of my condition.’’ 

‘*T would be a better citizen if I were not discriminated against.’’ 


These statements from the vast majority of the students 
indicated that they had encountered many frustrations with 
respect to one of the most essential drives of young men— 
namely, economic independence. This, of course, had much 
to do with their unusual general attitudes. 

Relationship to Opposite Sex.—A number of the students 
also expressed themselves on the matter of their relationship 
to the opposite sex. Every statement made indicated some 
frustration, as a brief examination will show: 

‘*T can’t take my girl in for a soda without a long explanation of my 
diabetic condition.’’ 

**T am left out of parties.’’ 

‘Women only go out with me out of sympathy or for a good time, 
since there is no point in getting serious with a defective.’’ 

**T don’t go out much because I am nervous.’’ 

**T don’t go out because I might faint in my girl’s arms.’’ 

**T will go out with a girl only if she does not know of my defect.’’ 

**T don’t go out with girls because I feel it is unfair of me to do so.’’ 

‘*T become a bore because I must be so careful and therefore never 
invite any one out with me.’’ 

‘*T am self-conscious of my appearance and therefore do not go out.’’ 

‘*While I have built up a defense mechanism against the thought of 
sudden death by assuring myself that no one wants to live to decrepit 

old age, I still don’t go out with any girls.’’ 


It becomes quite obvious that these men have encountered 
conflicts, some severe, in their search for positions and in the 
satisfaction inherent in normal social contact with the 
opposite sex. This failure has been caused by their defective 
bodily condition, which in itself was sufficient to make most 
of them feel generally inadequate in the social milieu. Thus 
we have a dark picture made even blacker by the addition of 
actual experiences of failure. 

This, of course, brings up the problem of how these young 
men ought to be aided in adjusting to the world. 

Value of Special Exercise Course.—In his college career, 
every student takes the required courses for specialization 
and graduation. He attends classes, listens, passes tests, and 
graduates. Physically handicapped or not, he can fit into the 
general scheme of the academic world and get by. This is 
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not so in physical education. Here he is set apart by his 
very defects. He cannot compete with other students. There- 
fore, a special course in exercise and sports for his kind is 
devised. This he must attend. It is one of the few places at 
college where a handicapped student is purposely helped to 
adjust himself. 

This plan has a long history, and the question immediately 
arises as to whether it has lasted because it is successful. In 
a large measure success would be evaluated in the satisfac- 
tion such students found in the modified physical recreation 
course. 

The students stated their opinions on this point in the 
written interview. According to their expressions, some 
were pleased with this special activity; just as many were 
not. Their statements were along these lines: 

**T was an athletic outcast previously, but now I can do some things.’’ 

‘*The course is pleasurable.’’ 

**T expect the course to build me up.’’ 

‘*The course aids me in breaking out of my shell.’’ 

**T resent the restriction and do as I please outside.’’ 

‘*The course is a discrimination.’’ 

‘*The course puts me on a lower level—it makes me a second-class 
student.’’ 

‘*The course reminds me of my condition and is, therefore, not good 


for me.’’ 
**T am not concerned about the course.’’ 


That half of the students were pleased speaks well for the 
work. Pleasure and a feeling of accomplishment aid in the 
adjustment of students who go about with a feeling that they 
are being hurt by society. That others hated the work, felt 
discriminated against by the nature of the course, and prac- 
ticed indifference toward the activity, made the value of 
special exercise periods doubtful. 

The writer, an instructor in remedial gymnastics, was 
aware of some of the resentment toward the course. The 
students displayed this in various ways. They shirked, hid 
in inconspicuous corners of the gymnasium, presented excuses 
from doctors, and at times attempted to engage the instructor 
in conversation. The instructor took advantage of the latter 
subterfuge, gained the confidence of the student, and heard 
many tales of personal woe. 

The course turned out to be only one small phase of the 
students’ problem. They expressed bitterness about inse- 
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curity, horror of being stared upon in crowds, anger at being 
unable to try out for teams, and hopelessness in the certainty 
that many professions, such as teaching and medicine, were 
closed to them because they were handicapped. Few of them 
could appreciate any relationship between the satisfaction 
gained from sports and the solution of their unhappiness. 
They did not deny that pleasure could be derived from the 
work, but what about jobs, mating, social activity, and pres- 
tige? Like other young men, they wanted to achieve these 
aims also. The simple pleasure of physical activity was not 
enough; even this could not be enjoyed by all worried indi- 
viduals. Some measure of success in attaining a normal and 
esteemed place in society should be held out by a career 
at college. 

This was the substance of what the teacher gathered from 
discussions with students during the decade in which he 
taught, and before he conducted the special investigation 
reported on here. 

This investigation corroborated the casual findings made 
in conversations. In general these students suffered from 
a feeling of hopelessness with regard to the attainment 
of those goals for which all young people strive. For 
many, this attitude of futility served as a check upon the 
enjoyment of simple bodily exercises. Some felt that these 
exercises were an unfair demand upon them—added to their 
humiliation. Half the students, however, did derive pleasure 
from the course. This, in a sense, is the key to the situation. 
This 50 per cent fully appreciated the aims of the work. They 
responded to the special stimuli presented and the satisfac- 
tion that they derived certainly diminished their feelings 
of futility. 

It is the author’s opinion that such special treatment 
throughout the college would assist in raising the handi- 
capped student out of his doldrums of worry. A college 
career that would brighten prospects of jobs, mating, pres- 
tige, and diverse social activities in later life could spell out 
adjustment to life for the handicapped student. 





REQUESTS FOR PSYCHIATRIC TREAT- 
MENT IN A FAMILY AGENCY 


FRED ZIEGELLAUB 
Supervisor, The Spence-Chaplin Adoption Service; formerly staff member, 
Jewish Social Service Association, New York 


‘i HERE has been an increase in direct requests for psy- 
chiatric treatment in family agencies, partly as a result 
of the emotional upheaval of the war. The barrier between dis- 
turbed people and others has been lowered and they find 
themselves less isolated than before the war. Some of the 
stigma usually attached to an emotionally ill person has dis- 
appeared. The result has been that more people are exploring 
the possibility that psychiatric treatment might help them, and 
frequently the social agency is their first recourse. 

The worker in such an agency reacts to a direct request 
for psychiatric help in two ways. On the one hand, she feels 
relieved. Does not such a request indicate that the client has 
some real insight into the psychogenic origin of his difficulties? 
How different is such a person from the ‘‘pre-war”’ clients 
whose resistance was at times so great that the worker had to 
strain her knowledge and skill to the utmost in order to help 
them accept psychiatric treatment, if she was successful at 
all. On the other hand, the worker brings her professional 
and traditional curiosity to such a request. She wants to 
understand what lies behind it, in order to be more helpful 
to the client. 

This paper is concerned with the meaning of such a request 
for psychiatric treatment. Does it really indicate greater in- 
sight and less resistance? Or can it perhaps be understood 
only through the underlying dynamics of every individual 
situation? If the last were the case, we should have new proof 
of the validity of our professional curiosity. 

Experience in handling such requests has shown that some 
clients who request psychotherapy are ready to accept it 
without any lengthy preparation. This is, of course, not 
surprising, since it is in line with our experience with other 
requests, as, for example, for financial assistance or employ- 
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ment. The focus of this paper is that situation in which 
requests for and need of psychiatric treatment do not coincide. 
A discussion of such situations may add to our understanding 
of the réle case-work can play in the emotional rehabilitation 
of people. The three cases presented here were selected be- 
cause, in spite of individual differences, each presents some- 
thing typical. This selection seemed advisable in order that 
we may arrive at some general conclusions about the rdéle 
case-work can assume in relation to requests for psychiatric 
treatment. 


Mr. K., aged thirty-seven, a veteran with a psychoneurotic discharge, 
applied to the agency for help in finding a competent psychiatrist. He knew his 
illness to the extent that at times he was in a mood of great elation and 
activity and at other times felt very much depressed. Previously, whenever 
he had felt the depression getting out of control, he had had himself admitted 
to a state hospital as a voluntary patient. This had happened more than a 
dozen times in the last twenty years. In the army and since his discharge, 
he had heard a lot about psychoanalytic therapy. Now, feeling the approach 
of a new depression, he wanted to be referred to a competent analyst, so that 
he could finally get well after twenty years of suffering. 

The worker’s first impulse was to accede to such a pathetic plea. Did 
Mr. K. not have some insight into his mental illness? Yet, on second thought, 
one could not help but wonder what had changed in the man’s external or 
internal situation to make him want to change himself after so many years of 
mental illness. 

Mr. K. had little awareness of his motivation. However, with some skill 
it was possible to help him share the fact that the state hospital would not 
take him back again as a voluntary patient, but only through a commitment, 
as during his last period of hospitalization he had had himself discharged too 
early, against the explicit advice of the psychiatrist at the hospital. The state 
hospital had become a second home for him, where he could come and go as he 
pleased, The loss of control over this “second home” had upset his status quo. 
What he really wanted was an analyst who could change the decision of the 
hospital administration and induce them to take him back as a voluntary 
patient. There was not even a spark of desire in Mr. K. to do any changing 
himself. 


Some clients, in their requests for help, express a desire 
that the world may change to such a degree that they them- 
selves will not have to change in any way. A request for 
psychiatric treatment can have the same meaning. As Mr. 
K.’s case clearly indicates, there are clients who, although 
emotionally ill, do not want any help, psychiatric or otherwise, 
even though they request it. In defining this category, one 
might say that many people are perfectly willing to change 
as long as they can remain the same; they are willing to do 
everything to get well except to get better. Neither psychi- 
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atric treatment nor case-work help can be imposed upon them. 
Their anxiety about change is so great that they use up all 
their energy in resisting any such move. 

Mr. K. illustrates the old case-work axiom that we can help 
only those who in some measure are willing to change emotion- 
ally in order to tackle some particular difficulty in their situ- 
ation. This axiom would also hold true in relation to clients 
who request psychiatric treatment. Willingness to change 
is not necessarily given or implied in a psychiatric classifica- 
tion. A ‘‘label diagnosis’’ of ‘‘neurotic’’ or ‘‘psychotic’’ does 
not reveal whether a client has an ability to change. Yet, 
even when a client is ready to change, it is still a question 
whether he is ready to accept psychotherapy. This would de- 
pend on the meaning psychiatric treatment has for him. 
He may see in it the opportunity or the necessity to change 
his total personality and he may be deathly afraid to undergo 
such an experience, even when he requests it. He may, how- 
ever, be able to accept case-work help because he may conceive 
this as a more limited experience. 


Mr. B., aged twenty-six, a veteran with a psychoneurotic discharge, dem- 
onstrated clearly that the case-worker needs to have a good understanding of 
a request for psychotherapy before he can meet it. Shortly before his induc- 
tion, Mr. B. had lost both his parents, At first he had adjusted well in camp, 
but as soon as he got into situations that he found difficult to cope with, as 
with his sergeant, he began to develop colitis, with such severe pain that he 
refused to eat. 

After his discharge, he began to feel better, but he continued to have a 
feeling of discomfort. He was continuously worried that he might get another 
attack of colitis at any moment. He realized that his intestinal difficulty was 
psychogenic in origin, and he therefore requested to be referred to a 
psychiatrist. 

The worker was pleased with his insight and relieved that it did not seem 
necessary to work through his resistance against psychiatric treatment. The 
worker met his request, with the result that Mr. B. disappeared, so that he 
could not be notified about the appointment the worker had arranged with the 
psychiatrist. 

Later, when Mr. B. returned to the agency, he preferred to accept the less 
threatening case-work services, to work on a better adjustment in the areas 
of employment and social relationships. The question of psychiatric help was 
left open and dependent on his ability to use case-work help for further 
growth, 

During the period of intensive case-work contact, he moved from a very 
irresponsible handling of jobs to a well-thought-out and systematic approach 
which brought him success. He was also helped to make active attempts to 
establish satisfactory social relationships. Yet, beneath the surface of his 
better social adjustment, there remained a good deal of anxiety. This was 
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expressed in an uneasy feeling about his success, his need to minimize that 
success, and also in a marked fear that any failure would throw him back 
completely and bring on new attacks of colitis. 

Obviously, Mr. B. could use case-work help only to a limited extent. He 
could not make his progress fully his own. His fear —that is to say, his 
desire —to fail remained and cast some doubt upon his ability to sustain his 
achievement. But his new adjustment did give him greater security. There- 
fore, when the question of psychiatric help was brought up again, he felt much 
less threatened. He was ready and able to assume that responsibility emo- 
tionally and, therefore, financially. In contrast to his earlier behavior, he 
showed his ambivalence toward the psychiatrist only by missing his first 
appointment; he kept the subsequent ones. It was interesting to note that 
the psychiatrist thought he could help Mr. B. only to a limited extent. 


The second case illustrates another possible type of situa- 
tion — that of a client who is not ill enough to be hospitalized, 
but yet not well enough to assume the serious responsibility 
of psychiatric treatment without preparation. Since case- 
work, however, implies for such a client only a limited change, 
he can accept this service immediately and use it to make 
a better social adjustment. This newly gained, though limited, 
security enables him to go into psychiatric treatment, which 
means to him a deeper, more radical, and consequently more 
threatening change. Once he has changed and experienced 
satisfaction on a limited scale through case-work, a greater 
change through psychiatric treatment does not frighten him 
as much as before. He can tip the scale of his ambivalence in 
favor of psychotherapy, since he has been able to give up 
some part of his desire to remain ill and to fail. 

Such an attitude toward change is understandable if we 
remember that the ego synthesizes, on the one hand, our in- 
stincts and impulses and, on the other hand, imposed and 
self-imposed standards. A client, visualizing a radical change, 
may see himself in the dangerous position in which he would 
do what he feels like doing — namely, give in to his impulses. 
Yet he is not willing to pay the price for that. Or he may 
visualize himself as carrying the heavy burden of trying to 
meet his own and other people’s standards. In either case, 
he can anticipate only painful experiences. As this is more 
than his ego can bear, he must fight any possibility of chang- 
ing radically. Our client fought it by escaping. It is obvious 
that if a worker meets a request for psychiatric treatment 
before a client is ready for it, the client’s defenses are only 
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strengthened. Such handling leads the client to a still stronger 
attempt to retain his emotional status quo. 

The first case demonstrated that a request for psychiatric 
treatment can express a desire of the client to have the world 
change so that he can continue to cling to his illness. Psychi- 
atric treatment had a very threatening meaning to Mr. B., 
our second case. The fact that he had to requezt something 
that was so threatening to him seemed to be tied up with his 
need to get himself into threatening situations. 

Still another meaning may underlie a request for psy- 
chiatric treatment. A client may see in a psychotherapeutic 
relationship a way to avoid coming to grips with very acute 
and concrete difficulties. If case-work can help to tackle those, 
he may no longer want or need psychiatric help. 


Mr. T., a psychoneurotic rejectee, aged twenty-six, was referred to the 
agency for convalescent care under great pressure. He had strongly resisted 
this step. Before one could get involved in a discussion of his problem, he 
had to be helped to relate to the interview. The discussion concerning how he 
felt about coming to the agency first made it possible for him to be in the 
room emotionally as well as physically. Still, he was inclined to leave the 
responsibility for his coming to the referring source. Once he was able to 
face the fact that it was primarily his own inner pressure that had brought 
him to the agency, his tenseness wore off and he could discuss his situation 
freely. He began to talk about his emotional difficulties. He changed his 
request and now wanted psychotherapy. 

Mr. T. was an artist by profession. He had never held a position. He was 
still “studying.” He apparently had great skill in establishing dependent rela- 
tionships under the cover of artistic tutelage and sponsorship. Both of his 
requests — the one for convalescent care and the one for psychiatric treat- 
ment — stemmed from the same inner source—his dependent needs. He 
wanted to use both plans for the same purpose — to go on postponing any 
plans for his independence, There were no real organic findings, but a gen- 
erally run-down condition, which had made him think of convalescent care. 
At the moment he was losing a “sponsor,” which upset him greatly. 

During the interview, he began to realize that convalescent care would 
be an escape. The worker thought it understandable that Mr. T. could find it 
too painful to remain and work on some plan. Yet, should he want to stay, the 
agency would be glad to offer its service to him to help him work on his 
employment problem, This choice made him face his basic problem: his con- 
flict about assuming responsibility for an independent adjustment. He decided 
to try to use the help of the agency to tackle his employment difficulty. 

From the germ of his feeling of responsibility for the contact with the 
agency grew an increasing ability to assume more and more responsibility, 
which enabled him to handle his living situation better. He made better and 
more constructive use of his insight — gained in the case-work contact — in 
relation to his strivings for greater independence. Yet, when the final test 
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of an actual position came, he again behaved dependently —in spite of all 
preparations — and lost his job opportunity. 

Once again he wanted to go into psychiatric treatment. We did not deter 
him nor did we encourage him to make an attempt to find a psychiatrist. At 
the same time, however, he was shown appreciation of what he was going 
through and the agency’s continued help was offered to him. Again he felt 
that it would be more advantageous for him to start psychiatric treatment 
after he was working. He went on with his case-work contact. Once he had 
taken the hurdle and was working, he moved very quickly, not only in the area 
of employment, where he made a career for himself, but also in all other rela- 
tionships. At the end of the contact he functioned in an adult manner. He no 
longer felt the need for psychiatric help. 


Mr. T. seems to be typical of many cases. He demonstrates 
that a client can make a rather unlimited use of the limited 
help case-work can give him. Twice Mr. T. requested psy- 
chiatric treatment in order to escape urgent and real difficul- 
ties. Psychotherapy meant to him in his distortion the pos- 
sibility of continuing his dependent relationship and it, there- 
fore, did not have the same threat as for Mr. B., our second 
case. Case-work gave him the opportunity to work out that 
very dependency primarily in the one area of employment. 
He became able to control his conflict in this area. He could 
sustain his achievement there andcarry it over into other areas 
of his adjustment. His progress was possible because the 
worker helped him to assume responsibility for the contact 
from the beginning to the end. The worker was able to prevent 
him from becoming dependent in the case-work relationship. 

The last two situations high-light the difference between the 
two ways of helping—case-work and psychiatry. A comment 
about that question in relation to those two cases seems to be 
called for. Case-work is generally considered much more lim- 
ited in contrast to psychiatric treatment, particularly its ana- 
lytical form. It is necessary to define where those limits lie. 
Case-work is more limited than psychotherapy in the amount 
of time it gives an indivdual client, as well as in the fact that 
its focus is on only one part of the personality —the ego 
and its relationship to social reality. Psychiatric treatment 
has a more unlimited focus, the client’s total personality — 
i.e., the ego and its relationship to all other parts of the 
personality as well as to reality. Psychiatric treatment is also 
relatively unlimited in the amount of time it can offer a person 
—the frequency of the interviews as well as the duration 
of contact. 
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It would, however, be erroneous to deduce from the limita- 
tions of case-work that it can lead only to a limited change 
in the client’s personality. Mr. T.’s development shows 
clearly that a client can also make an unlimited use of the 
limited case-work experience. Consequently, case-work is 
limited in its method of helping, but not necessarily in terms 
of the total goal it can help a client to reach. The result seems 
to depend on the individual personality and his ability to use 
help. 

All three cases make very clear that a request for psychi- 
atric treatment, like any other request, cannot be accepted 
at face value. Only an understanding of the dynamics in every 
individual situation can reveal what the client really wants 
and what he is able to accept. He might be so afraid of any 
change in his personality that in his anxiety all he can wish 
for is to retain his way of life — that is, his emotional illness 
—and hope that some one else will change his external situ- 
ation. In our first situation, Mr. K.’s request for psychother- 
apy expressed his primary concern to have some one else do 
the changing for him. 

The second case showed that psychiatric treatment, even 
if requested, can be so threatening to a client that meeting 
his request drives him away. But if limited help — 7.e., case- 
work — is offered, the client can take hold of it without let- 
ting his negative feelings get the better of him. Once such 
a client learns from experience that a change has its positive 
emotional aspects, he can then accept psychiatric treatment 
if it is indicated. 

However, psychiatric help can hold a certain attraction 
for a client like Mr. T., because he hopes, by means of it, to 
avoid or to postpone coming to grips with some acute and 
realistic problems. Once he can be helped to face those con- 
crete problems and handle them, his need for psychiatric 
treatment may dissolve. 

The three situations outlined above demonstrate also what 
part of the burden of psychiatric rehabilitation case-work can 
shoulder, which can be summed up as follows: 


1. Case-work can help to determine whether psychiatric 
treatment is indicated, as in our first situation of Mr. K. 
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2. Case-work can help a client to grow to a point where he 
is ready to assume the responsibility for psychiatric 
treatment, as in the second case of Mr. B. 

Case-work may be the help the client really needs, al- 
though he may, like Mr. T., request psychotherapy. 


This case material shows that the request, ‘‘I want psychi- 
atric treatment,’’ may often turn out to be a more acceptable 
way of saying, ‘‘I want help.’’ It is, therefore, not surprising 
that case-work has a distinct contribution of its own to make 
in helping people to gain greater emotional health. 








THE EFFECTIVENESS OF THE PSY- 
CHIATRIC SOCIAL WORKER IN 
THE TREATMENT 
SITUATION * 


EDMUND F. WALKER, M.D. 
Neuropsychiatric Institute, Ann Arbor, Michigan 


NE of the major problems of psychiatry is the great ex- 
penditure of time required from the psychiatrist in the 
treatment of each individual case. The amount of time needed 
for treatment interviews has necessitated relatively small case 
loads, making individual treatment costly and not available 
to every member of the community who is in need of psy- 
chiatric help. The inability of the psychiatrist to carry a large 
number of cases on a program of individual therapy has been 
a cause of concern to the civilian practitioner, but for the 
army psychiatrist, with the large number of psychiatric casu- 
alties that occurred in the armed forces, the problem became 
acute. 

The shortage of adequate psychiatric aid in the civilian 
community has resulted in the appearance of quacks and char- 
latans who offer hope of relief to the gullible by their various 
systems, rituals, dietary regimens, and other procedures. 
Most of these, if not actually harmful, are at best of little value 
to the patient who is in need of help. These border-line practi- 
tioners have not caused a problem in the army, but there have 
been the serious problems of loss of man hours, loss of soldiers 
to the military service, and the return of discharged soldiers 
to their civilian communities with a persistence of their 
symptoms. 

The need for procedures that would permit the adequate 
treatment of greater numbers of patients has resulted in the 
discovery and the effective utilization of such methods of 
briefer therapy as hypnoanalysis, narcosynthesis, continu- 
ous narcosis, and so on. Group therapy, while limited in its 
scope, has been of value in increasing the number of patients 


* Based upon experiences in an army hospital. 
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who could be treated. These techniques have been of unques- 
tioned value in making possible the treatment of greater num- 
bers of patients, but the assignment and effective utilization 
of military psychiatric social workers in army hospitals has 
been an even greater advance in this direction. 

Army psychiatrists had long recognized the need for non- 
medically trained assistants who could take over some of their 
functions in treatment. In some instances unofficial psychiatric 
case-workers were designated when qualified personnel were 
found who could be taken from their other duties and re- 
assigned to the hospital neuropsychiatric service. In May, 
1944, official recognition was given to the value of the psychi- 
atric social worker in military settings with the publication of 
Memo No. W 615-44, paragraph 5, which freed qualified per- 
sonnel from other assignments and permitted their reassign- 
ment to psychiatric work, providing they were not already 
assigned to an equally scarce specialty. War Department 
Technical Bulletin No. 154, published in June, 1945, defines 
the duties of the military psychiatric social worker in very 
flexible terms, recognizing the wide variables of skill, train- 
ing, and experience of the individuals assigned. It does, how- 
ever, indicate that these duties cover specific social services, 
and details additional duties in obtaining histories, aiding 
in the reorientation of the soldier, working in group therapy 
under supervision, helping to interpret the findings and psy- 
chiatric program to other agencies and persons, and explor- 
ing and utilizing the facilities in the army structure to aid 
in the solution of the patient’s problem. 

The latitude of the above army directives permitted psychi- 
atric social workers to be assigned to any phase of psychiatry 
in which the psychiatrist felt that they could make a contri- 
bution, from the time the patient was admitted until after 
final disposition was made of the case. One of the important 
duties of the social worker, after orienting the patient to the 
hospital or clinic situation, was that of obtaining a complete 
history. While there are advantages in the psychiatrist’s 
taking the history himself, if it was taken by the psychiatric 
social worker, it permitted the psychiatrist to direct his at- 
tention particularly to those factors which the history had 
suggested were the more pertinent in the development of the 
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illness. Information of value in formulating a therapeutic 
attack was often available from the patient’s commanding 
officer, his first sergeant, his fellow soldiers, or from civilian 
agencies, friends, or relatives. The responsibility for obtain- 
ing this information could be delegated to the psychiatric 
social worker, who was able in most cases to obtain a clear 
idea as to the manner and level of functioning of the individual, 
both in civilian life and in the army. Such a procedure as this 
made it unnecessary for the psychiatrist to follow out many 
possibilities that, upon closer examination, proved to have 
little significance. 

In addition to the valuable function performed by the psy- 
chiatric social workers in gathering information for the psy- 
chiatrist, they were able to take an active part in the thera- 
peutic process itself. The psychiatrist on the ward was often 
placed in a disadvantageous position in his contacts with 
patients for whom there were possibilities of getting second- 
ary gains from their illnesses. The patients were well aware 
that recovery might lead to return to unpleasant duties and 
that the decision to return them to duty depended upon the 
psychiatrist. Here the psychiatric social worker, who was 
not responsible for the disposition of the case, was in an ex- 
cellent position to get the patients to discuss their actual feel- 
ings and attitudes. 

The psychiatric social workers, in their group contacts, 
were able to combat the decreasing strength of group identi- 
fication and withdrawal, so frequently noted in the psychi- 
atrically ill soldier, by fostering group sports and interests 
and constantly encouraging the patients to take part in these 
activities. Working with the individual, the social workers 
were often able to aid the occupational therapist in reawaken- 
ing interest in an old hobby or creating interest in a new one. 

The trained psychiatric social workers, with a sound under- 
_ standing of the basic dynamics of symptom formation and 

an appreciation of their own limitations in influencing be- 
havior, were able to aid in the adjustment of the patient by 
means of individual interviews. The primary purpose of these 
discussions with the patient was to clarify his emotional 
attitudes and to aid him in the handling of these attitudes 
by viewing them objectively and incorporating them into 
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a plan of action. With the conscious or unconscious desire to 
be released from the military service so frequently acting as 
a contributing factor in the emotional turmoil of patients, 
frank discussions by the psychiatric social workers of the 
importance of military service, its advantages, and the dis- 
advantages of attempting to evade service, have contributed 
to the lowering of emotional tension and indecisiveness. Emo- 
tional support, in the form of encouragement, expressions of 
friendship, and at times admonishment, was of value. Simple 
advice was often given the patient, but not until he was able 
to see the various elements that entered into his problem, and 
even then only to suggest a possible means of utilizing an 
activity in reaching the goal that he was trying to attain. 

The three cases that follow are illustrative of the type 
of situation and patient in which superficial psychotherapy 
was carried out by a psychiatric social worker. In these 
cases, as in all the others, no detailed topical discussions were 
held with the patient until the psychiatric social worker and 
the psychiatrist had decided in conference which lines of 
approach should be used, what the apparent conflicts were, 
and how these could best be dealt with. 


Case I— D. L., a twenty-one-year-old hospital corpsman, with seventeen 
months of army service, after being in the European theater of operations for 
six months, had been returned to the United States with his organization two 
months prior to the time when he came to the psychiatric out-patient clinic. 
When first seen, he complained of restlessness, irritability, and tension. 
His past physical history was negative. His only sibling, a sister two years 
older than he, was described as a stable and well-adjusted person, although 
introverted and with primarily academic interests. 

Since childhood the patient had felt somewhat self-conscious in groups 
and had had only a small circle of friends. His parents had not unduly re- 
stricted his activities and he had had the same privileges as the other children 
in the neighborhood. In high school he had taken an active part in sports and 
in some other extracurricular activities. After graduation from high school, 
he had studied chemical engineering in a state university and had been in 
his senior year when he had been drafted into the army. 

There had always been friction at home between the parents. The patient’s 
father was irritable at times, but his usual attitude was one of compliance 
and ready acceptance of situations. The patient’s mother was aggressive and 
ambitious and would frequently urge the father to change his business 
methods, so that he could make more profit. This had always led to argu- 
ments, which had finally resulted in the parents’ separating from the time 
the patient was twelve until he was fifteen. 

After their reunion, the mother had taken over the family business, em- 
ploying the father on a part-time basis. In the frequent family arguments, 
the patient and his sister would usually side with the father, but the mother 
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would win the arguments. The patient had always felt that loyalty and re- 
spect were due his mother, and he had been grateful that she had made it 
possible for him to go to college, but at the same time he had been very 
resentful of her domination of him and the home, 

The patient dated his present difficulties from his freshman year in college, 
when he had started to masturbate. At this time he had wanted to date 
several girls that he had met, but when he was with them, he had felt em- 
barrassed and ill at ease. As a result he had spent his free time in the company 
of male students. There was no history of traumatic sexual events, sexual 
intercourse, or homosexual experiences. 

About a year after entering the army, the patient had noticed some grad- 
ually increasing feelings of tension and irritability, which continued until he 
came to the hospital seeking help. 

After the initial examination, the patient spent most of his time during 
his first interview with the psychiatric social worker in giving free expression 
to his feelings of resentment and hostility toward his mother. He asked spe- 
cifically how he could go about making the acquaintance of girls in the vicinity 
of the post, and it was suggested to him that since the local U. S. O. was 
putting on a dancing class, he might be able to use this as a means of making 
friendships. In answer to his questions about masturbation, he was reassured 
that this was not particularly harmful, and that since his real desire was to go 
out with girls, if he did this, he would probably feel less need to masturbate. 

When seen a week later, the patient again discussed his feelings about 
his mother and seemed relieved by the opportunity of giving vent to his 
aggressiveness in a non-critical atmosphere. He had started to attend the 
dancing class and was enjoying it. When the patient next reported to the 
psychiatric out-patient clinic, three weeks after his original interview, he 
went over briefly some of the material covered in the previous discussion, but 
stated that since he was feeling perfectly well, he did not feel a need for 
reporting to the clinic again. 


Case I].—Q. N., a twenty-year-old rifleman in the infantry, was trans- 
ferred to the neuropsychiatric service because, the day after his admission to 
the hospital for an upper respiratory infection, he had been noted to be 
anorexic, had cried, and would not talk with the other patients on the ward. 
Physical examination at this time was within normal limits except for evi- 
dence of a subsiding coryza, The history showed that the soldier had been 
on a thirty-day furlough at home immediately before his admission, his 
organization having just returned from the European theater of operation. 
During the last days of his furlough at home, he had developed a coryza for 
which he had been admitted to the hospital on the day of his return to his 
organization. 

The patient was an only child, His father, an unskilled laborer, had died 
suddenly when the patient was ten years old. Since the death of the father, 
the mother had worked in a school lunch room and, with allotments from 
home aid and occasional part-time work with the W.P.A., had been able 
to support herself and the boy. The family had always lived in crowded, dirty 
quarters on the lower East Side of New York City. The rooms were infested 
with vermin and were inadequately furnished. Although the family was in 
constant poverty, the patient had been able to graduate from high school by 
working after school hours. During the three months between his graduation 
and his induction, he had worked as hard as possible to lay up some financial 
reserve for his mother to use while he was in the army. He had always been 
closely attached to his mother and somewhat dependent upon her, and this de- 
pendency had increased after the death of his father. 
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At first he had found army life difficult, but later he had adjusted to it and 
had even learned to enjoy his military experiences. As the patient expressed it, 
he “felt for the first time in his life that he was a man among men.” After 
basic training he had been sent to the European theater of operations, where 
he had been held in a replacement depot for a short time and then, for the 
three months prior to the cessation of hostilities, had been in continuous heavy 
combat. For the next two months he had been kept on duty with the occupa- 
tion forces and then returned to the United States. 

Since childhood, the patient had felt extremely insecure because of the 
family poverty and had always been bitterly ashamed of the environment in 
which he lived. This feeling had increased in high school, when he had 
become quite interested in a girl whose parents objected to him because of 
his family. 

While home on furlough, he had enjoyed himself and had felt well except 
for his concern over the living conditions of his mother and the objections that 
his girl friend’s parents still had to him. Two days before his coming back 
to his organization, his mother had suddenly become very anxious, had cried 
frequently and loudly, constantly repeating that she could not stand to see her 
son go away again, and then for a period of several hours had appeared to 
be in a stupor. After a physician had seen her, she had made a rapid recovery 
from her acute symptoms and on the day of the patient’s departure, she had 
been the same as usual. 

The first day on the psychiatric ward, the patient presented a picture of 
moderate anxiety, with complaints of cardiac palpitation, restlessness, tremu- 
lousness, and occasional tearfulness. In daily interviews with the psychiatric 
social worker, the patient had been allowed to express freely and without 
criticism his feelings of resentment toward the army because his enforced 
separation from home had caused his mother many deprivations. He expressed 
fearfulness of his ability to get along with other men in his organization and 
fearfulness of returning to duty. 

In the discussions the patient was encouraged to talk freely about the 
traumatic experiences he had had in combat, and these were used as a starting 
point in reassuring him of his ability to stand up under stress. In answer to 
his direct questions as to how he could get his girl friend’s parents to accept 
him, he was given simple, practical suggestions. 

Under this type of regimen, with encouragement to attend occupational- 
therapy classes and take part in group activities, the patient’s symptoms 
rapidly subsided, and he was able to return to duty with his organization in 
two weeks. No attempt was made to explore the reasons for his feelings of 
anxiety and insecurity other than those reasons which the patient had himself 
presented. 


Case III. — Sgt. G. L. M., aged thirty, was admitted to the hospital with 
complaints of tension, restlessness, and recurring bouts of vague abdominal 
discomfort which had been present for several years, but which had become 
more marked during the preceding week, General physical examination and 
routine laboratory examinations were within normal limits. 

The patient’s father was described as being a quiet, gentle individual, 
whose work required that he spend much of his time away from home. The 
patient’s mother was a domineering individual who was both overly protective 
and overly possessive both of the patient and of his older brother. She had 
been able to rule the household for many years through her recurring ill- 
nesses, which always became exacerbated when any of her demands upon 
the family were opposed. The patient had graduated from high school and had 
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attended college for three years, when his consistently poor grades prevented 
him from going farther. He then had returned to live with the family. 

A year and a half later he had left home, found work, and shortly there- 
after married a girl of about his own social standing, but of another religion. 
His parents, but particularly the mother, were opposed to the marriage and 
never reconciled themselves to it, although the wife gave up her own re- 
ligious faith and joined the in-laws’ church. The patient emphasized that he 
had made every effort to make this marriage a success, but he had made 
little apparent effort to prevent his parents from interfering in the marital 
situation, and relations with his wife had become progressively more strained, 
so that he had welcomed his drafting into the army as a means of getting 
out of the situation. 

After six months in the army, he had been granted a divorce, and as soon 
as the decree became final, he had remarried. His second wife, also of a dif- 
ferent religious faith, had agreed prior to the marriage to give up her church 
and join that to which his parents belonged. She had accompanied him to the 
various army camps in which he had been stationed until the latter months 
of her pregnancy, when she had returned home to live with her parents. 

The patient’s pre-military work record was one of constantly shifting 
jobs, with average periods of steady employment, lasting only about a year. 
He frequently found it necessary to borrow money from his parents, which 
he was never able to repay because of his improvident use of his income. 

After the initial work-up had been completed, the patient was placed on 
the same general program as was used in the preceding case. He was assigned 
to occupational-therapy classes and started taking an active part in group 
activities. During the initial interviews with the psychiatric social worker, 
the patient spent much of his time in expressing his feeling of aggression 
toward his mother, who he felt had always dominated him, and toward the 
army, which he felt was too demanding and too unwilling to recognize his 
abilities by promotion. 

In subsequent interviews, when possible means of achieving his expressed 
goals were suggested to the patient, he reacted with marked resistance. It 
became increasingly apparent that he was not responding to treatment and that 
the interviews with the psychiatric social worker were not leading to construc- 
tive efforts to solve his emotional problems. The failure of response to the 
treatment program in this case was considered to be due to two factors that 
were not conscious to the patient. He had consciously expressed a desire to 
be free from parental domination, but unconsciously there was a strong drive 
to return to the security of the family. This seemed to be substantiated by the 
many episodes in his life history when his activities had resulted in his being 
thrown back into the family group. He had married twice, but in each mar- 
riage he had attempted to provide a loophole for escape from the responsi- 
bilities of being a husband. His first marriage ended in a divorce, and shortly 
after coming into the hospital, he had threatened to divorce his second wife 
because he believed that she was unjustified in complaining about her living 
conditions when he was feeling so badly. 

The second unconscious factor that interfered with treatment was the cor- 
siderable component of secondary gain that the patient received from his 
symptoms. This was brought out sharply by his frequently repeated statement 
that he had been told by his physician that he had a nervous disorder which 
would continue as long as he was in the army. 

Because of the lack of progress made by the patient, the interviews with the 
psychiatric social worker were discontinued and a deeper and more analytic 
type of therapy was instituted by the psychiatrist. 
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Regardless of the name given the process by different 
workers, any attempt to change the way an individual thinks, 
feels, or acts must be considered to be psychotherapy, and 
whether this attempt is made by clergyman, social worker, 
or physician, its ultimate goal is the same. In this process 
the primary sphere of the psychiatric social worker has been 
in aiding the individual either to accept and adjust to his 
surroundings or to alter them until they can be accepted. 

Considered in a broad sense, all psychogenic symptoms are 
caused by an inability of the individual to find an effective 
course of action which can be utilized in satisfying his needs. 
The life situation frequently presents problems in which all 
of the elements of the conflict are on a conscious level, but in 
which the individual cannot find or decide upon an effective 
course of action. This can result in symptoms as incapaci- 
tating as those that arise primarily from unconscious conflicts. 

In the first case presented, the patient’s problem was that 
of guilt because of aggressiveness directed toward his mother, 
guilt and fearfulness because of his masturbatory activity, 
and fear of his inability to make a satisfactory heterosexual 
adjustment. Treatment consisted of allowing him to express 
his aggressiveness in an uncritical atmosphere and allaying 
his fear about masturbation by simple reassurance. He was 
then given simple advice as to how he could establish hetero- 
sexual friendships. No exploration was made of repressed 
fears or anxieties, nor was this necessary to restore the patient 
to a normal functioning level. 

In the second case also, the principal elements of the situ- 
ation were conscious and were recognized by the patient. His 
process of emotional growth — including the severance, dur- 
ing his army service, of his dependence upon his mother — 
had been threatened by the events that had occurred at home. 
The hysterical episode that his mother had had prior to his 
returning to camp, the recalling of his attachment to a girl 
whom he felt socially incapable of attaining, and the acute 
recognition of the squalor and poverty in which his mother 
lived, precipitated an acute attack of anxiety in which he felt 
completely overwhelmed by his probiems. Here, again, as in 
the first case, clarification of attitudes and goals by uncritical 
discussion, emotional support, and advice to the patient in 
helping him formulate a plan for achieving his goals were 
sufficient to relieve him of his symptoms. 
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The third case presented a somewhat different situation in 
that the factors preventing the patient from making adequate 
progress toward his life goals were on an unconscious level, 
and in his illness he had found a substitute method of adjust- 
ment which he was unwilling to relinquish. The repeated 
interviews with the psychiatric social worker were not of value 
to him in gaining an appreciation of his real problem, and no 
satisfactory progress was made by the patient with the psy- 
chiatric social worker in formulating a plan of action for 
satisfying his basic needs. 

In those cases in which the elements of the situation were 
understood by the patient, the psychiatric social worker was 
able to function effectively as a psychotherapist. Here the 
process of getting the patient to integrate his recognized needs 
into an effective plan of action, aiding him by specific sugges- 
tions as to factors that could be utilized in the environment, 
and providing emotional support, proved an effective means 
of therapy. In the cases in which previously established atti- 
tudes and patterns of behavior on an unconscious level were 
the primary cause of the inability to adjust to the current 
situation, the psychiatric social worker could not function 


effectively as a psychotherapist in the treatment situation. 





VOCATIONAL GUIDANCE FOR THE 
SOCIALLY MALADJUSTED BOY 


RUSSELL J. FORNWALT 
Vocational Counselor, The Big Brother Movement, New York City 


ee guidance and selective placement are not a 
panacea for the socially maladjusted. But to-day these 
techniques are assuming a more important place in the therapy 
of rehabilitation. 

Our organization, the Big Brother Movement, maintains a 
guidance and placement service exclusively for socially mal- 
adjusted or delinquent boys between the ages of ten and six- 
teen. After operating on a part-time basis for many years 
under the direction of a volunteer worker, our vocational de- 
partment was reorganized in September, 1943, and made a 
full-time service with greatly expanded facilities. A profes- 
sionally trained counselor was employed to develop and admin- 
ister the program. 

During the past three and a half years, more than 1,080 boys 
from the boroughs of Manhattan, Bronx, Brooklyn, and Queens 
have been served by our vocational department. Approxi- 
mately 800 of these boys were under eighteen years of age. The 
others were primarily veterans or physically handicapped 
young men who had formerly been affiliated with the move- 
ment. 

Limited guidance and placement service was extended to 
some 190 boys referred to us by numerous individuals and 
some 20 social agencies in the city that do not have a voca- 
tional service of their own, but recognize its value in rehabili- 
tation. 

Our established intake policy is limited to boys between the 
ages of ten and sixteen. They are referred by the children’s 
courts, the public schools, the churches, the juvenile aid bureau 
of the police department, other social and welfare agencies, 
and individuals. The highest percentage comes from the courts. 

While most of our boys live in the poorer sections of the city, 
cases are being referred in ever-increasing numbers from 
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among families in the higher income and social brackets. Most 
boys have in some way failed to adjust to their home, school, or 
community. 

Many boys are greatly in need of recreational activities or 
leisure-time guidance. Twelve neighborhood clubs are spon- 
sored by our organization during the fall and winter months. 
During the summer, we send boys to our own camp in New 
Jersey and to eight codperating camps in New Hampshire, 
Massachusetts, and New York. 

Our service to a so-called ‘‘problem boy”’ usually begins by 
introducing him to a ‘‘Big Brother.’’ Of course, we become 
thoroughly acquainted with the boy himself and his particular 
difficulty and background. The ‘‘ Big Brother’’ is generally a 
successful business or professional man who volunteers to de- 
vote time personally to guiding one or two boys. 

‘‘Big Brothers’’ are carefully chosen by our membership 
committee and are usually assigned to boys on the basis of 
mutual interests. Assisted by the ‘‘ Big Brother,’’ our profes- 
sional staff works out a program for the social, moral, physi- 
cal, and educational development of the boy concerned. At the 
present time there are 396 ‘‘ Big Brothers’’ guiding 618 boys. 

Our ultimate aim is the total self-sufficiency of each boy. An 
essential part of this self-sufficiency is satisfactory vocational 
adjustment. We strive to help each boy find the type of life 
work that will make the best use of his abilities, personality, 
and interests. We want to do more than help him find a way in 
which he can spend one-third of his time in his adult life. We 
want to lead him to some occupation in which he can spend his 
talents most profitably. 

We endeavor to help the boy to a better understanding of 
himself. The fact that a boy gets into trouble or fails to adjust 
to some abnormal environment does not mean that he lacks 
desirable qualities. As a matter of fact, the very qualities that 
may get him into trouble at twelve often turn out to be voca- 
tional assets at twenty. 

Too much aggressiveness, imagination, exhibitionism, and 
curiosity have caused many boys to be tagged ‘‘ juvenile delin- 
quents.’’ But those same traits have helped many lads to be- 
come successful mechanics, merchants, soldiers, and newspaper 
reporters. Actually, it is difficult to name one evil influence in a 
boy that cannot be used to some advantage. 
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Because of our ‘‘individual approach,’’ we become thor- 
oughly familiar with the personal make-up of each boy. 
Monthly reports are submitted by his ‘‘Big Brother.’’ Field 
counselors visit his home and school, conferring with parents 
and teachers. 

Progress records are kept by camp counselors and club 
leaders. Contacts are maintained with other agencies that are 
interested in the boy. Medical examinations are given annually. 
Much information is assembled, and it is of immense value to 
our vocational counselor. 

If necessary, we give aptitude, personality, intelligence, and 
vocational and general-interest tests. Test data are also re- 
ceived from the courts and schools. 

The first step in our vocational counseling program is to 
help the boy establish an occupational objective that is compat- 
ible with his physical, mental, and personal resources. Often 
boys have no idea as to what they would like to do in life be- 
cause they have no idea of their own likes and dislikes, per- 
sonal qualities, aptitudes, and abilities. They may choose 
occupations either above or below their potentialities. In either 
case, vocational maladjustment plus a lifetime of unhappiness 
may result. 

The importance of a vocational goal for the maladjusted boy 
cannot be overemphasized. In a recent study of 400 delinquent 
and pre-delinquent boys, we found occupational objectives or 
the lack of them to be quite significant. 

Adjustment to school was facilitated in many cases when 
boys developed vocational ambitions. Less truancy was ob- 
served among boys with career aims. Boys with occupational 
goals found school to have more meaning. They generally had 
better attendance, conduct, and scholastic records. We also 
found that they adjusted better to part-time employment, espe- 
cially when the job bore some relationship to the boy’s choice 
of a life work. 

Various methods are used to help the boy form a vocational 
objective. Interest inventories and occupational check lists are 
of great value. ‘‘ Big Brothers’’ often take their ‘‘little broth- 
ers’’ and other boys on industrial trips. 

Boys are encouraged to read booklets and pamphlets about 
the occupations that interest them. More than 3,000 mono- 
graphs, abstracts, and briefs are on file in our vocational li- 
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brary. Up-to-date occupational literature is received monthly 
from more than 75 sources. 

One of the most practical methods of arousing vocational 
interests is the part-time job. While most after-school and 
summer jobs are of the errand-boy or messenger type, they do 
have great vocational value. Boys can observe workers on 
many types of job. They can acquire first-hand knowledge 
about numerous vocations. 

The experience of meeting and being interviewed by a per- 
sonnel manager is profitable for every boy. We make every 
introduction to a prospective employer a businesslike proced- 
ure. The importance of neatness, courtesy, personal appear- 
ance, and promptness is consistently emphasized by the voca- 
tional counselor and the ‘‘ Big Brothers.”’ 

For the boy who has a definite career aim, we may conduct 
an individual job campaign to find an opening that will tie in 
with his objective. In this way we recently obtained jobs for 
boys with plumbers, printers, farmers, cabinet makers, uphol- 
sterers, radio mechanics, and a silk-screen concern. 

We are receiving excellent codperation from the employers 
in New York City. Many businessmen tell us that they derive 
considerable satisfaction from helping a boy find himself voca- 
tionally. Since September, 1943, 545 employers in all lines of 
work have registered with us. Many repeat calls have come 
from satisfied employers. They have also told their friends 
about our placement service. 

Since the end of the war, however, it has been necessary for 
us to take more aggressive steps in lining up job openings. 
During the war years, we received many more requests than 
we could possibly fill. To-day we find it necessary to do more 
personal-contact work among employers, especially for jobs in 
the mechanical and building-trade lines. 

We find the job scarcity for untrained youth to be to our 
advantage in counseling with boys. Several years ago boys 
were apt to jump from one job to another at frequent intervals. 
They were inclined to snub the errand-boy or messenger type 
job. Employers are again raising their standards, and boys are 
once more beginning to value their jobs as prized possessions. 
But we still have our problems. There are boys who feel that 
advancements must come within two or three weeks. There are 
boys for whom the novelty of a job wears off in a very short 
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time. There are still large numbers of boys who want to quit 
school and go to work. 

We encourage boys to confer with us before they quit school 
or change jobs. As a result of the change in the job market, we 
are finding that more and more boys are placing their confi- 
dence in us. 

A boy may come to our vocational office the first time for 
‘‘just a job.’’ If he is not too particular, we can usually help 
him get one. He may return within a few weeks for a job that 
‘*nays better.’’ Perhaps we can help him again. When he comes 
the third time, he may say something like, ‘‘ Money isn’t every- 
thing,’’ or, ‘‘I want a job with a future, or where I can learn 
something. ’’ 

Actually there was a future in every job to which we sent 
him. Hither he didn’t give the job a fair chance or it wasn’t the 
right future for him. What the boy really comes to ask for the 
third time is a job that will give him the fullest measure of job 
satisfaction. 

In other words, the boy’s job cycle is something like this: 
The first job may simply be an escape from school. The second 
may be either an escape from the first or an attempt to earn 
more money. The third is a sincere endeavor to find job satis- 
faction. 

When he reaches the third phase of the cycle, he is much 
more receptive to guidance. He is willing to discuss plans for 
getting some kind of vocational training. He is willing to con- 
sider a low-paying job, providing it offers the future he is seek- 
ing. He is more inclined to read the occupational literature 
that we suggest. He has come to realize that ‘‘money isn’t 
everything’’ and that ‘‘education is something.’’ 

Our guidance and placement service includes a variety of 
features for helping the socially maladjusted boy to reach his 
vocational objective. We recently started a program of scholar- 
ship aid. Ultimately we will be able to send deserving boys to 
special schools or colleges. During the summer, we arrange 
placements for boys on farms in New Jersey, New York, and 
Pennsylvania. 

Our vocational library contains catalogues and bulletins 
from more than 600 public and private schools of all kinds in 
New York City and State. A mimeographed magazine, The 
Vocational News, is mailed four times a year to all boys. Guid- 
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ance pamphlets on such subjects as working papers, social 
security, personal appearance, and applying for the job are 
issued every now and then. 

Through the combined efforts of codperating employers, vol- 
unteer ‘‘Big Brothers,’’ and a vocational counselor, many of 
New York City’s maladjusted and delinquent boys are finding 
the occupations for which they are best suited. They are 
heading for self-sufficiency through vocational guidance and 
selective placement, plus sympathetic understanding on the 
part of people who themselves have come up the hard way. 

















GUIDANCE AND PERSONNEL FUNC- 
TIONS OF THE CLINICAL PSY- 
CHOLOGIST IN A MILITARY 
NEUROPSYCHIATRIC 
SETTING * 


CAPTAIN JULES D. HOLZBERG, M.A.C. 
FIRST LIEUTENANT PHILLIP J. ZLATCHIN, M.A.C, 
FIRST LIEUTENANT HAROLD PIVNICK, M.A.C. 


Psychology Section, Neuropsychiatric Service, Mason General Hospital, 
Brentwood, New York 


O wie of the positive professional developments that have 

grown out of experiences gained during the war is the 
increasing recognition and the attempted definition of the réle 
of the clinical psychologist in a treatment program for neuro- 
psychiatric patients. In view of the vast numbers of individuals 
who require integrated treatment, and the consequent strain 
on psychiatric treatment resources, it seems of interest to re- 
port on a guidance and personnel program involving clinical 
psychologists which was set up as an integral part of a total 
treatment program for psychiatric patients in an army general 
hospital. 

Army directives assigned the bulk of vocational and educa- 
tional guidance to the separation-classification program. The 
separation-classification program was set up throughout the 
army in order to personalize the discharge process and to help 
bridge the gap from military to civilian life. Each dischargee 
is given an opportunity to talk to a trained counselor, who can 
assist him in formulating vocational and educational plans, give 
him the most recent information on veterans’ benefits, and, 
generally, provide information that may help him in making a 
satisfactory adjustment to civilian life. The separation-classifi- 
cation program is also responsible for summarizing the sol- 
dier’s military and civilian experience and training on the 
separation qualification record (Form 100). This may be used 


*The program discussed in this paper was in operation while Mason General 
Hospital was under army auspices. On January 1, 1947, the hospital was returned 
to the state of New York. 
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as a letter of reference in applying for work or in seeking edu- 
cational credit for military service. 

At Mason General Hospital, the army’s largest hospital, 
devoted to the care and treatment of neuropsychiatric patients, 
every patient is seen by a trained separation counselor who 
provides information concerning discharge procedures, pay 
status, reémployment rights, benefits for disabled veterans, 
and the G. I. Bill of Rights. In addition, the patient is coun- 
seled with regard to securing appropriate employment or ob- 
taining additional education or training. 

It is at this point in the counseling process that the clinical 
psychologist may become involved. The separation counselor 
refers to the clinical psychologist those guidance problems in 
which either the patient’s illness is a dominant factor in voca- 
tional adjustment or assistance from psychological tests is 
required in formulating an educational or vocational plan. 
This responsibility was given to the clinical psychologist be- 
cause it was felt that certain guidance problems presented by 
neuropsychiatric patients could best be handled by psychiatri- 
cally oriented personnel. Several members of the psychology 
staff had had extensive civilian experience in vocational 


counseling and placement and were, therefore, conversant with 
the stresses and strains inherent in a variety of jobs. Knowl- 
edge of psychiatric syndromes and familiarity with the psy- 
chological effects of work conditions made it possible for the 
psychologist to introduce such germane data into the counsel- 


ing process. 
A beginning has been made in understanding some of the 


tension-producing elements in specific jobs and types of job. 
It is generally acknowledged, for example, that the rapid pace 
of a busy office and multiple and changing personal relation- 
ships would create difficult conditions for most remitted 
schizophrenics. A patient fully recovered from a neurotic-de- 
pressive episode, however, might profit from the stimulation 
offered in such a position. The expansive personality of an 
hysterical neurotic would be frustrated in statistical work, 
bookkeeping, or accounting. The same jobs offer a haven for 
the compulsive or obsessive neurotic, who revels in the exact- 
ing, precise qualities required in systematic, methodical 


routine. 
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Considerable research is still required, however, to stand- 
ardize personality-trait requirements for major job groupings. 
The need for studies of placement of neuropsychiatric patients 
becomes more significant if we realize—apart from the tremen- 
dous numbers directly and indirectly affected—the crucial 
importance of full vocational adjustment in reinforcing the 
social adequacy of the recently remitted patient. The need for 
counseling with this group is especially indicated because case- 
history studies have revealed that psychiatric patients are 
considerably more susceptible to job maladjustment than indi- 
viduals who have previously enjoyed a satisfactory social and 
emotional adjustment. 

It should be emphasized that, in addition to the clinical psy- 
chologist, other professional workers are involved in the pro- 
gram of counseling. The psychiatrist treats the patient * and, in 
large measure, sets the framework in which counseling must 
be done in order to conform to the problem presented by the 
patient. In the broadest sense, he serves to coordinate all ac- 
tivities attendant upon any phase of the patient’s treatment 
program. Thus, all pertinent data and plans formulated from 
counseling are channelized to the psychiatrist for the purpose 
of integrating treatment. 

The psychiatric social worker carries on a program of case- 
work with the patient, in order to assist him in the solution of 
his personal and family problems, and to help him in planning 
for his discharge. Special emphasis is directed toward guiding 
him to the appropriate psychiatric facility or social agency in 
his community that is prepared to assist him in his readjust- 
ment. 

The group therapist (psychologist or social worker) carries 
the patient through a series of discussions aimed at helping 
him in his approach to certain problems such as readjustment 
to civilian life, work adjustment, the first visit home, and so on. 
The educational reconditioning officer assists him to utilize his 
available time while in the army by pursuing courses of study 
on a correspondence basis through the United States Armed 
Forces Institute. Frequently, films and orientation discussions 
focus upon educational and vocational readjustment. The occu- 
pational therapist guides the patient into various exploratory 


1See “The Treatment of the Neuropsychiatric Patient in an Army Hospital,” 
by B. Simon. Medical Clinics of North America, vol. 30, pp. 459-72, March, 1946. 
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activities, which may be of a pre-vocational nature—.e., wood 
work, leather work, printing, typing, and similar activities. 

Thus, the program of counseling involves a great many spe- 
cialists, of which the clinical psychologist is but one. 

The group under consideration in this paper are soldiers 
who are about to be discharged from the army for neuropsy- 
chiatric disabilities because the army does not consider that it 
has jobs that they can satisfactorily fill. The most striking 
single characteristic of this group, in so far as counseling is 
concerned, is that they are different from the guidance clientele 
normally encountered in civilian practice in that their personal 
and emotional problems must be considered as the most im- 
portant facet of their make-up. While the client’s personality 
is considered an important phase of the normal counselee’s 
problem in vocational guidance, in the setting we are discus- 
sing the patient’s residual insecurity and anxiety about his 
capabilities may distort his capacity for realistic self-assess- 
ment. His fears about society’s reaction—specifically about the 
reactions of his future employers and associates—color his 
approach to the process to such a degree as to alter the quality 
of the problem confronting the psychologist. 

Just as the usual civilian guidance cases fall into the cate- 
gories of those who have no plans, those whose vocational plan- 
ning is confused and insecure, and those who seek confirmation 
of their own planning, so, too, run the problems of the neuro- 
psychiatric dischargee. However, the usual guidance process 
must necessarily be modified in order that the personality of 
the applicant and the emotional adjustment that he has made, 
and is capable of making, can be pointedly considered. The 
patient’s psychiatric history must be utilized fully if guidance 
is to be valid. Once the psychologist’s mental set is focused 
upon the essence of the patient’s problem, he can most effec- 
tively help the patient to express, analyze, and evaluate his 
goals and the setting in which he hopes to have these goals 
operate. 

Prior to any further consideration, it is essential to define 
the nature of the term ‘‘guidance’’ as it is used by the clinical 
psychologist. Guidance is taken to mean ‘‘self-guidance”’ in all 
its aspects. The psychologist is viewed as a person whose func- 
tions are to help fix the problem, to bring to light all relevant 
data, to aid in evaluation, and finally to assist the patient to 
recognize that the decision is his (the patient’s) to make. 
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After a man has been referred to the psychologist by the 
separation counselor, the nature of the patient’s illness is 
ascertained from his records or through discussion with the 
psychiatrist. The actual counseling relationship with the psy- 
chologist begins when the patient is asked to define his reasons 
for wishing to take part in the counseling process. In this way, 
he is forced to participate actively and to begin to think 
through his problem. By means of an interview and a brief 
questionnaire, his civilian education and experiences are re- 
corded, his hobbies and leisure-time activities are examined, 
and his army training and experience are noted. Also a record 
is made of his army test data. 

Military Records as Aids in Counseling.—Two army records 
that are of special significance for counseling should be men- 
tioned. These are the soldier’s qualification card (Form 20) 
and the service record (Form 24). Although such records are 
not usually available in civilian practice, they may be con- 
sidered similar to a social-service clearance in social-agency 
practice, or to the cumulative record in educational guidance. 

The soldier’s qualification card is a history of the soldier’s 
work adjustment in the army. It is initiated upon his induction 
and is maintained throughout his military career, accompany- 
ing him on each new assignment. In addition to the information 
recorded upon induction—+.e., with regard to education, civil- 
ian occupations, knowledge of languages, qualification in 
sports, talents, hobbies, leadership experience, motor-vehicle- 
driving experience, and so on—other data regarding his mili- 
tary occupational history are recorded. A record is maintained 
on this card of all tests given, including the name of the test, 
the date on which it was given, and the score obtained. In addi- 
tion, record is made of all military schools attended, the name 
of the course taken, and its successful completion. 

As the soldier becomes proficient in military skills, he is re- 
corded as a specialist in each of these skills and the degree of 
skill is noted (potential, semi-skilled, skilled). In addition, 
there is a record of every duty he has performed, whether suc- 
cessfully or otherwise. Finally, all physical and psychiatric 
limitations that might interfere with successful work adjust- 
ment are noted from official medical records. 

The service record, while not as specific in the matter of vo- 
cational information, is of value as an over-all history of the 
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soldier’s total adjustment in the army. This is a careful record 
of military service, including appointment, promotion, or 
reduction in grade, list of military organizations to which as- 
signed, foreign service, violations of Articles of War, courts- 
martial trials, and, most important of all, an efficiency rating 
given by each of the soldier’s commanding officers. 

Tests as Auxiliary Tools.—In this setting we are discussing, 
tests have been used with considerable reserve and caution. It 
has been assumed that the psychologist has available educa- 
tional, social, and level-of-performance data from which sub- 
stantial inferences may be drawn. Under no circumstances is 
testing offered unless the patient is willing to undertake the 
procedure. The clinical psychologist recognizes that a too 
ready, indiscriminate use of tests is fraught with handicaps, 
especially in the case of patients who, for one reason or 
another, question or distort their own adequacy. 

The unrealistic or uninformed patient tends to place exag- 
gerated importance on the results of tests, thereby adopting a 
simplified view of the problem and neglecting consideration of 
numerous other factors requisite to vocational success. The 
hopeful or fearful patient tends to develop an unwarranted 
dependence and to accept favorable psychological results as 
the touchstone of vocational progress. 

The philosophy underlying psychological testing in the 
counseling service under discussion has emphasized that the 
function of talent within an individual depends upon the organ- 
ization of the person as a whole, and that talents, abilities, and 
skills are imbedded in the total personality structure and can- 
not be measured in isolation. The fortuitous hope that tests 
can be used as a method of selecting an occupation is thor- 
oughly discouraged. Tests are used to check or to confirm ten- 
tative plans, when doubts or misgivings about the feasibility 
of the plans exist. In addition, they are utilized for youthful 
individuals with little or no work experience, indefinite work or 
school preparation, and absence of well-defined, supported 
interests. 

It is recognized that knowledge of an individual’s intelli- 
gence is important in predicting how far he is likely to be able 
to go in education and training. Thus, it has been the practice 
to include intelligence testing as a part of the minimum testing 
battery. Diagnostic intelligence testing particularly reveals 
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specific intellectual abilities or disabilities which assume sig- 
nificance in terms of vocational adjustment. With a psychiatric 
patient, it is not enough to know the level of intelligence; the 
psychologist must also have information relative to the manner 
in which the psychiatric illness may have impaired intellectual 
functioning and how the patient uses his intellectual capacities. 

The psychologist here relies for his intelligence testing pri- 
marily upon the Wechsler-Bellevue examination. In rare in- 
stances, where brevity is necessary and only a rough index of 
intelligence is needed, the Wechsler vocabulary sub-test and 
the Wechsler block-designs sub-test are used. Apart from the 
value of vocabulary as a measure of intelligence, the vocabu- 
lary test is of value in that it is a simple and brief method of 
gauging the quality and character of the patient’s thought pro- 
cesses.' The block-design test has been cited by Wechsier ? as 
the ‘‘best single performance item’’ and one that permits con- 
siderable qualitative analysis. For the illiterate and non-Eng- 
lish-speaking soldier population, the Morton-Kellogg revision 
of the Army Beta is utilized in tentative fashion. 

Acceptance of the fact that the degree of interest an indi- 
vidual manifests in a particular activity is an integral factor 
in his ability to learn or to succeed in that activity has conse- 
quently led to the inclusion of a device for evaluating expressed 
interests in the minimum testing battery. The Kuder prefer- 
ence record is used whenever the question of vocational in- 
terest appears to be the paramount problem. The LeSeur 
occupational blank has been used in other situations. Each of 
these relatively objective scales is then employed as the basis 
for interviewing, to detect substantiating experiences or sup- 
portive clues for the expressed choices. The interest ques- 
tionnaire has been found useful in constraining exploratory 
thinking and in providing the psychologist with unexpected 
clues. 

In order to measure the special aptitudes a patient pos- 
sesses, which make him better suited for one occupation, or 
type of occupation, than another, aptitude tests have been 
utilized. In testing for clerical aptitudes, the following tests 
have been used on a selective basis: Minnesota vocational test 

1See Measurement of Adult Intelligence, by D. Wechsler. Baltimore: Williams 


and Wilkins, 1944. p. 99. 
2 Ibid., p. 92. 
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for clerical workers, Thurstone examination in clerical work, 
Bennett stenographic aptitude test, Thurstone examination in 
typing, and the stenogauge test. In testing for manual and 
mechanical aptitudes, the following tests have also been util- 
ized on a selective basis: Minnesota rate of manipulations test, 
Minnesota mechanical assembly test, revised Minnesota paper 
form board, and the Bennett test of mechanical comprehension. 
Oral trade questions have been used wherever appropriate. 

Many patients come to the psychologist with questions as to 
the advisability of continuing their education on the high- 
school or the college level. Openly, or by implication, they fear 
that their psychiatric condition has resulted in an impairment 
of intellectual functioning, and they question whether they can 
succeed in scholastic pursuits. Although understanding of the 
patient’s condition is available through the psychiatrist and 
the patient’s medical record, application of psychological tech- 
niques is necessary in counseling a patient with such a problem. 
Therefore, the Wechsler-Bellevue scale has been employed to 
determine whether the patient has adequate mental ability to 
succeed on his chosen level and to determine the extent of 
intellectual impairment. In addition, the Nelson-Denny or the 
Monroe reading test (depending on scholastic level) have been 
used to indicate how rapidly and successfully an individual can 
retain and comprehend reading matter. 

Reading tests have additional clinical value because they 
sensitively reflect residual disturbances in attention and con- 
centration. Finally, aptitude tests that are appropriate to the 
field in which the individual is interested are also used. Among 
these are the Iowa placement tests, the Meier art judgment 
test, and various professional aptitude tests. 

Personality testing, so important in civilian guidance set- 
tings, is not frequently used because of the availability of a 
complete psychiatric and social history on every patient, to- 
gether with clinical-psychological-test data on selected pa- 
tients. These histories contain the following pertinent data: 
symptomatology, appearance and behavior, history of alco- 
holism and drug addiction, family history, patient’s personal 
history, previous injuries and illnesses, army adjustment, 
mental status, and frequent progress notes. Thus, although the 
authors recognize the importance of personality testing in a 
situation in which little is known about the client’s personality, 
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the very adequate medical records here obviate the need for 
generalized personality evaluation. 

It should be pointed out, however, that personality testing 
involving direct and projective techniques, such as the Min- 
nesota multiphasic, the Bender-Gestalt, free drawings, the 
Rorschach, and the thematic apperception test, are utilized 
intensively and extensively in the psychological diagnostic 
testing program * which is another aspect of the psychologist’s 
total job at this hospital. 

The Integrative Function of the Psychologist.—After test- 
ing, the psychologist and the patient go through a thorough 
evaluation of the fields of interest, during which the psychol- 
ogist attempts to have the patient evaluate the several fields 
in terms of all the relevant factors. Finally, after the patient 
has narrowed his problem to one or several of the alternative 
choices, the psychologist assists him in evaluating supportive 
data for each of his choices and in expressing feelings and 
attitudes about potential goals, the pursuit of which is eventu- 
ally left to the patient. The emphasis in counseling is that the 
patient has initiated a process that will require continuation 
upon return to civil life. Thus, facilitating suggestion is pro- 
vided that will aid the patient in seeking further counseling 
upon discharge. 

The chief emphasis in the psychologist’s area of counseling 
is on helping the patient to analyze himself by focusing on his 
vocational strengths and weaknesses as they relate to his func- 
tioning and to his illness. Thus, the approach of the clinical 
psychologist emphasizes delineation and clarification of the 
vocational problem, separation of inner anxieties from reality 
factors in the matter of work and employment, and encourag- 
ing the patient to an active handling of his feelings, attitudes, 
and plans about work. The psychologist guides the patient 
through the process of test interpretation, as well as relating 
and integrating test data to the patient’s illness and vocational 
plans and goals. Liaison with the social worker is initiated in 
situations in which the vocational problem is recognized as a 
symptom of a deep-seated emotional disturbance which will 

1 See “Clinical Techniques in an Army Neuropsychiatric Hospital,” by J. D. Holz- 


berg, in New Methods in Applied Psychology. Baltimore: University of Maryland, 
1947. pp. 211-19. 
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require post-discharge psychiatric treatment or reference to 
a social agency. 

In all of the counseling done by the clinical psychologist, he 
must make use of every opportunity to study the personality 
of the patient. Especially important are the patient’s ap- 
proach to and his reactions during the counseling session. 
Some patients are diffident and uncertain, and evidence a 
great deal of insecurity in making their contact with the psy- 
chologist. Others are breezy, self-confident, and full of plans. 
Still others are quietly at ease. These are clues that the trained 
psychologist must heed and use. 

Reactions during the counseling session have patent sig- 
nificance. The trained counselor observes the ease with which 
some patients adjust and the difficulty others evidence. He 
notes their reactions to stress situations, to familiar and to 
novel situations. Finally, he is carefully aware of how the pa- 
tient goes through a process of self-evaluation, and of his 
reaction to the problem of having to make his own decisions in 
the guidance situation. 

Upon completion of this phase of the counseling process, the 
psychologist summarizes his contacts with the patient in a 
report to the referring separation counselor. This report 
avoids the use of diagnostic and psychiatric terms and is 
written primarily for persons with marginal psychiatric under- 
standing. It includes a listing of the tests administered, an 
evaluation of the patient in relation to test data and his psychi- 
atric condition, and recommendations for follow-up by the 
separation counselor. The separation counselor’s responsi- 
bility at this point is to continue the counseling process by fol- 
lowing up with specific information about job opportunities 
and training facilities, concerning which a very adequate 
library is available in the hospital. 

Group Psychotherapy and Counseling.—Another service 
performed both by psychologists and by social workers and 
related to counseling has been group therapy. This en- 
compasses three levels of treatment.’ Two levels are handled 
by the psychiatrists. The third level is the one on which the 
psychologists and social workers function—the area of emo- 

1See “Group Therapy From the Viewpoint of the Patient,” by B. Simon, J. D. 


Holzberg, S. Aaron, and C. Saxe. Journal of Nervous and Mental Disease, vol. 
105, pp. 156-70, February, 1947. 
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tional problems that the patient faces in his adjustment to the 
hospital and to civilian life. 

Therapists meet with each ward, at a regularly scheduled 
hour, once each week for a one-hour session. Patient atten- 
dance is compulsory. For administrative purposes the pro- 
gram is organized into an eight-week cycle which approximates 
the average stay of the patient at the hospital. Each topic in 
the cycle is an independent unit, complete in itself. This gives 
the program the flexibility necessary to meet the challenge of 
a rapidly changing population. Experience has proven that 
each topic is pertinent to the patient’s anxieties and needs and 
is seldom outside his immediate horizon. 

The cycle is organized under the general topic of ‘‘The Job 
of Getting Well,’’ with the following specific topics: 

1. Understanding Your Illness—The general values of 
understanding one’s own illness are discussed, and the impor- 
tance of insight to neuropsychiatric patients is emphasized. 
Symptoms are covered superfically and by the use of analogies 
in the area of physical ailments; neuropsychiatric disorders 
are put into perspective and clarified. Some of the sociological 
implications are discussed—+.e., the public’s attitude toward 
neuropsychiatric disorders, how to interpret psychiatric illness 
to family and friends, and other pertinent leads. 

2. The War Effort and Your Illiness.—Pressures encount- 
ered in the army are explored. An attempt is made to get the 
patients to view their individual resentments and hostility in 
the light of the vast magnitude of the war effort. 

3. Why Did You Get Sick?—The etiological factors in 
neuropsychiatric disorders in both civilian and army settings 
are discussed generally with the patients, who are exposed to 
the complementary réle played both by environmental and by 
personality factors. 

4. Getting Well.—Discussion is aimed at developing an 
understanding of treatment for neuropsychiatric illnesses. 
Emphasis is directed toward treatment as experienced by pa- 
tients at this hospital and involves a consideration of direct 
treatment as well as less obvious forms of treatment, such as 
observation in the hospital setting. The importance of post- 
discharge adjustment and civilian treatment centers to getting 
well and remaining well are also considered. 
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5. Leaving the Hospital.—The disposition board and the 
hospital procedures leading to boarding are discussed. The 
derivation, meaning, and significance of various dispositions 
are clarified, as well as the réle played by separation-classifica- 
tion and the local Veterans Administration office in the separa- 
tion process. 

6. Becoming a Civilian.—Consideration is given to the 
problems that may be encountered in readjusting to civilian 
life. Through anticipated problems volunteered by patients or 
hypothetical cases introduced by the therapist, potential areas 
of difficulty in adjusting to home, job, school, and community 
are brought into focus and reviewed. Stress is placed upon the 
importance of successful readjustment to the neuropsychiatric 
casualty. 

7. Veterans’ Benefits——The theory and rationale of vet- 
erans’ benefits are discussed and, in the light of the perspective 
thus established, the effectiveness of the various provisions are 
reviewed in relation to specific problems offered by the group. 

8. Back to Work.—This topic recognizes the anxieties in- 
trinsic to economic readjustment and the close relationship be- 
tween a. good work placement and emotional stability. The 
approach to selecting a proper job is discussed, with stress on 
the aid to be received from vocational counseling. 

Generally, it has been felt that this level of group therapy 
has served to reach and to alleviate secondary anxieties, to 
provide opportunity for emotional release, to encourage the 
patient’s codperation in the total treatment and disposition 
program, to develop insight, to help the patient develop an 
understanding of the problems to be faced in civilian readjust- 
ment, and to reassure him about his capacity to face and handle 
these problems. Patients’ informal comments and studied 
evaluations’ have demonstrated the pervasive effects of the 
socialized, group approach to psychotherapy. 

Group therapy has helped set the stage for the patient in 
recognizing, approaching, and grappling with the emotion- 
laden problems arising out of vocational readjustment. The 
effectiveness of the program is intensified by codperation and 
coordination with social workers and separation counselors on 
the ward. 


1 See Simon, Holzberg, Aaron, and Saxe, op. cit. 
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‘‘Return-to-Duty’’ Counseling With Patients.—Another 
area of counseling, somewhat unrelated to the program of 
counseling for men being returned to civilian life, has to do 
with those patients who have recovered sufficiently from their 
psychiatric illness to warrant their return to duty. These pa- 
tients are interviewed by clinical psychologists whose responsi- 
bility it is to reeommend a specific job assignment. This pro- 
gram was instituted in order to relate all significant psychi- 
atric and psychological findings to the problem of job selection 
as an aid in minimizing the possibility of future emotional 
breakdown. 

Supplementing the understanding of the patient’s illness 
and his personality strengths and limitations, gained from 
psychiatric and social history material, are psychological data 
in the form of intelligence tests, interest inventories, aptitude 
tests, and army trade screening tests. The psychologist’s 
emphasis in the return-to-duty interview stresses a working- 
through of feelings and attitudes about the reality contained in 
the decision that the patient is to remain in military service 
on a duty basis. A record of the return-to-duty interview and 
an evaluation leading to job recommendations, in the form of 
a letter to the personnel officer at his new assignment, accom- 
pany the patient when he leaves the hospital. 

Assistance in Classification and Assignment of Duty Per- 
sonnel.—Another counseling responsibility given the clinical 
psychologist is that of operating a consulting service for mili- 
tary personnel assigned to the hospital who make poor work 
adjustments. The assumption of this responsibility by the 
psychologist was based on the recognition that the effective- 
ness of the total treatment program was related to the work 
adjustments of ward and other personnel in contact with psy- 
chiatric patients. This counseling service is of short-contact 
nature and is oriented primarily toward relieving situational 
stresses and strains through reassignment to other types of 
work or to other branches of service. Gross disturbances not 
amenable to short-contact environmental treatment are re- 
ferred to the dispensary and do not come to the attention of 
the clinical psychologist. 

In addition to the general value of the psychologist’s judg- 
ment in appraising ability to learn a contemplated job and 
evaluating personality in relation to the job, particular use is 
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made of army trade screening tests and experience check lists. 
These tests and lists are designed to check the extent of tech- 
nical knowledge a soldier possesses in his military specialty. 
The test results can serve as a basis for assigning a military 
occupational-specialty number and for differentiating degrees 
of technical information in a military specialty. 

The clinical psychologist, therefore, interviews two general 
classes of duty personnel. There are those newly arrived 
soldiers whose aptitudes for a particular assignment are in 
doubt or who present problems of adjustment to the job on 
personality grounds. In addition, there are those who have 
been on the job and who present problems of emotional insta- 
bility, A.W.O.L., inefficiency on the job, and continuous re- 
quests for reassignment. 

Implications from the Guidance Program.—What can be 
said about the benefits to be derived from this particular pro- 
gram? An obvious benefit is the resolution of the choice of 
occupation or field of occupation. This is of concrete and vital 
concern to the patient and must be dealt with, if possible, in 
order to permit him to breach the vast gap between army and 
civilian life. Frequently, however, it is not possible to con- 
struct a ‘‘concrete bridge,’’ a fully formulated plan. In such 
situations, the patient nevertheless has the opportunity to face 
his problem, to go through a process of self-evaluation, to be 
conducted on an exploratory tour of occupational fields, and 
to continue to a conclusion certain trains of thought stimulated 
by the counseling process. This continuance may be resolved 
either by the patient himself or with the aid of a further 
counseling interview. 

Perhaps most important of all, the patient has reacted posi- 
tively and has played an active réle in the whole process. He 
has been impelled to think for himself, to try out again the 
very important process of being independent in making his 
own decisions—a step that in most cases represents a rather 
radical departure from his life in the army, in which almost all 
occupational and many personal decisions were made for him. 

An incidental, although most important, benefit of this pro- 
cess is the therapeutic effect that results from facing and grap- 
pling with normal life again. Meeting a life situation with a 
plan, self-formulated, after self-evaluation, serves to inspire 
in many a feeling of confidence in meeting civilian problems. 
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It is not always possible to delimit the final alternative choice 
of occupation. Some patients, therefore, are left with the 
necessity of seeking further counseling. This may well be a 
healthy situation in that they will either continue self-evalua- 
tion and independent thinking or will seek the support of 
further counseling. 

The ultimate vocational adjustment of a large number of 
patients, who have come only part of the way in reaching a de- 
cision, or who have only partially formulated their vocational 
goals, would be considerably enhanced if some direct liaison 
were available between the hospital counseling process and the 
later counseling the client will seek in his community or 
through his local Veterans Advisement and Guidance Service. 
Many neuropsychiatric dischargees are inclined to be evasive 
in discussing their reason for discharge, and would be inclined 
to ‘‘file and forget’’ their hospital experiences, and perhaps 
even the counseling, in the hope of concealing the reason for 
discharge or the fact that they had at one time been ‘‘mental’’ 
patients. While it is true that hospital and medical records will 
be available to veterans agencies, this is not so in the case of 
community or private agencies. It would be desirable to es- 
tablish some direct method by which former neuropsychiatric 
patients could approach the personal adjustment counselor! 
in the Veterans Bureau immediately after registration occurs. 
This trained clinical worker, usually a psychologist, would then 
be in a position to pick up the thread of the counseling that has 
gone before, without the client’s having to approach and relate 
with several intermediary counselors, as may be the case. 

Similarly, the neuropsychiatric dischargee who applies to a 
private agency for continued counseling should be able to refer 
the agency for information about his illness and previous 
counseling experience to a central clearance facility operated 
by the army or by the Veterans Administration. Such cen- 
tralized clearance of information would permit reputable pri- 
vate agencies to be of genuine help to former servicemen and 
simultaneously aid the army in safeguarding the confidence 
of the individual. Too many well-meaning service men are in- 
clined to disregard or to suppress their army experiences in 

1See “The Advisement and Guidance Program of the Veterans Administration,” 


by I. D. Scott and C. J. Lindley. American Psychologist, vol. 1, pp. 459-72, June, 
1946. 
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planning for civilian adjustment. Many more could be assisted 
to make better use of their experiences if liaison procedures 
were improved. 

Counseling neuropsychiatric patients has high-lighted an- 
other need—research that can be undertaken at this time 
through the large-scale placement and training program for 
veterans. There is a paucity of synthesized data available that 
can be used in counseling and placing patients who have mani- 
fested psychiatric disturbances, at one time or another, in their 
military career. The tension-producing factors in various jobs 
have been considered in relation to the patients’ illnesses and 
the original causes of breakdown. At present, only the most 
generalized clues, armchair knowledge about jobs, and isolated 
cases of repeated occupational maladjustment furnish the ma- 
terial used in counseling. In the field of neuropsychiatric dis- 
ability, there has been little systematic study of the effects of 
the various psychological shortcomings or psychiatric resi- 
duals on the patient’s adjustment to the job he takes upon 
remission. 

Some pioneer investigations have furnished constructive in- 
formation and have emphasized the part played by employ- 
ment in rehabilitating psychotic and psychoneurotic patients. 
A recent study by Dorman,’ based upon experience at the 
Worcester State Hospital in Massachusetts, shows that only 
from 5 to 6 per cent of remitted mental patients returned to the 
hospital because of a recurrence of mental symptoms after oc- 
cupational placement. The excellent results of this survey are 
attributed to care in the selection of patients to be placed, care- 
ful study of the occupation matched with the case-worker’s 
knowledge of the patient’s illness and personality make-up, 
and, finally, the employer’s understanding and coéperation, en- 
gendered by the case-worker’s forthright and open approach. 

With the vast numbers of recovered mental patients now 
returning to work, it should be possible for several federal 
agencies to pool research resources and to initiate large-scale 
study of the subsequent adjustment of neuropsychiatrie pa- 
tients. Such a study could uncover data about the types of 
job that offer the best chances for full adjustment for recov- 
ered anxiety patients, hysterics, compulsives, schizophrenics, 


1“Jobs for Mental Patients,” by Olive E. Dorman. Survey Midmonthly, vol. 80, 
pp. 115-17, April, 1944. 
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depressives, and other psychiatric syndromes. Increased 
knowledge of occupational readjustment could eliminate much 
trial and error from guidance practices and obviate much 
social and financial loss arising out of job dissatisfaction, fre- 
quent job changes, and unemployment. 

To summarize, a program of counseling involving clinical 
psychologists has been established which is aimed at guiding 
a temporarily atypical population into the typical channels of 
civilian society. This program endeavors to consider each pa- 
tient as an individual who needs specific attention because of 
a psychiatric history. 

As a result of this service, patients before leaving this hos- 
pital receive the following benefits: (1) clarification of their 
educational and vocational problems; (2) aid in self-evalua- 
tion; (3) assistance in planning; (4) help in bridging the gap 
to civilian life, which is concrete in terms of specific educa- 
tional and vocational problems; and (5) incidental therapy 
which is the result of coming to grips with the reality of civilian 
life and taking an active and responsible part in planning for 
the future. 

A beginning has been made in integrating individual and 
group counseling techniques which has demonstrated the 
validity of this integrating approach. 

From experience gained in counseling with neuropsychiatric 
patients, it is apparent that vocational adjustment occupies a 
focal position in the rehabilitation of this large segment of 
army dischargees. 

The need for closer liaison between the army, the Veterans 
Administration, and private agencies is high-lighted by the 
study and counseling of neuropsychiatric patients. 

Research into the occupational! adjustment of neuropsychi- 
atric patients is much needed to permit valid counseling. Co- 
érdinated projects sponsored by federal agencies can furnish 
large-scale, representative data by means of which counseling 
can be made meaningful. 





CHILD GUIDANCE IN A STATE 
BOARD-OF-HEALTH PROGRAM 


GALE GORBUTT 
Psychologist, Child Guidance Center, Mississippi State Board of Health, Jackson 


ECAUSE many states have received funds under the Na- 
tional Mental Hygiene Act, the Mississippi State Board of 
Health has received a number of requests for information con- 
cerning its child-guidance program. At present there are five 
states that have a division of child guidance in connection with 
the state board of health. Several other states have child-guid- 
ance clinics in city and county health departments. 

Before the recent war again brought psychiatry to the atten- 
tion of the public, Dr. Felix J. Underwood, Director of the 
Mississippi State Board of Health, was planning a child-guid- 
ance program for the board of health. Under his leadership the 
Mississippi State Board of Health has become widely recog- 
nized for its progress in preventive disease. Logically, Dr. 
Underwood concluded that no preventive program was com- 
plete without a division of mental hygiene. 

On September 1, 1943, a single child-guidance center was 
established in Jackson. The staff consisted of a psychiatrist, a 
psychologist, and a psychiatric social worker. Dr. Estelle A. 
Magiera, psychiatrist, was made director of the department. 
Before opening the clinic, Dr. Magiera spent a year at the 
Judge Baker Guidance Center in Boston, Massachusetts, and 
visited many of the outstanding child-guidance clinics, Ideas 
and observations were made and modified to meet the needs of 
the state. 

No preliminary educational activities preceded the estab- 
lishment of the clinic, since Dr. Magiera felt that the produc- 
tion of direct results was a more effectual way of presenting 
mental hygiene to the state. 

Any one can refer a child to the clinic, and there is no charge 
for the service. Appointments are made by the office manager, 
and a complete physical examination is required before the 
child is seen in the guidance clinic. The intake reference is 
taken by the psychiatric social worker, who also maintains 
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therapeutic interviews with the parents. A psychological ex- 
amination is given, usually during the first interview. After 
the psychological examination, the child is seen by the psychia- 
trist. Each member of the staff presents his findings, and the 
child is treated by the psychiatrist. If the child is retarded or 
if the staff feels that treatment is not indicated, the interpreta- 
tions and recommendations are followed through by the psy- 
chologist. 

During the first year, over half of the children were referred 
to the clinie by the public schools. This was not true of the 
period from June, 1945, to June, 1946. Private physicians, pri- 
marily pediatricians, referred more children than the public 
schools. It is felt that this is an excellent indication of progress, 
since the public-school personnel is more familiar with mental- 
hygiene principles. It must also be noted that the publie schools 
in the state have no provisions for any child who deviates from 
the norm. Other main sources of reference are county health 
departments, social agencies, probation officers, ministers, and 
families to whom service has been given. 

Because of the many requests throughout the state, it was 
necessary to extend the services of the clinic. Mobile clinics 
were established to meet this need. These clinics are held at 
regular monthly intervals at strategic points throughout the 
state, so that they not only serve the respective county-health 
departments, but also the surrounding territory. The work of 
projecting these clinics in the new communities was done 
jointly by the guidance staff and the local health departments. 
During the first year, these mobile clinics were experimental 
in nature, and many changes in procedure and some in location 
were made. 

It is the opinion of the staff that the success or failure of a 
mobile clinic depends on a number of factors. One of the most 
important prerequisites is that the clinic be held at the local 
health department on the same day of the week each month. It 
is felt that it is better not to hold the clinic if the date has to be 


changed on account of holidays or other factors. Probably the 
second most important factor is the conference held at the end 
of the day. It is very necessary in a mobile clinic to have the 
interest and full codperation of the school personnel and the 
local county-health department. 
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In the mobile clinic, the health office assigns to a specific 
person the responsibility for making appointments. This may 
be a supervising nurse, a health educator, or a dental hygien- 
ist. A schedule is sent from the Jackson office with a tentative 
list of the number of new patients who can be seen and the 
names of the cases to be returned for further interviews. 

When the staff arrives at the health department, a list of the 
appointments for the day is ready for them, also the physical 
examination report, and often a summary from the school of 
the child’s activities. 

At the close of the day, a conference is held and each case 
studied is discussed. Psychiatric implications are interpreted 
and progress notes are given on the cases under therapy. These 
conferences are hoth educational and therapeutic, and it is felt 
that it is impossible to overstress the importance of them be- 
cause they are a direct way of presenting mental hygiene to 
more or less isolated local communities. They are conducted in 
the manner of a round-table discussion and are attended by the 
health-department personnel, school superintendents, princi- 
pals and teachers, welfare workers, and other referring agents. 

Before any evaluation of this type of program can be made, 
factors relating to the state as a whole must be considered. Ap- 
proximately 50 per cent of the population are Negroes, and 
there are no facilities for caring for the colored feebleminded 
or delinquent child. There is a small institution for the white 
feebleminded which gives custodial care only, and the usual 
length of time that it takes to admit a child is two years. There 
are no kindergartens in the public schools and only a few pri- 
vate nursery schools. There are no facilities for the low aver- 
age or border-line defectives. Delinquents are kept in jail with 
adult prisoners, and psychological and psychiatric examina- 
tions are impossible. 

Since Dr. Estelle Magiera has been director of the child- 
guidance center, she has continuously presented to the people 
of the state the need for adequate facilities for caring for chil- 
dren. Through her leadership the increasing awareness of 
these needs have come to the attention of the lawmakers. In 
October, 1945, Governor Bailey appointed a Mississippi Chil- 
dren’s Code Commission to make a survey of the state’s insti- 
tutions and report to the House Committee on Child Welfare 
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Legislation. The members of this committee were well chosen 
and the results of their work are already very apparent. 

In a state in which there is no mental-hygiene society and 
less than five psychiatrists, the responsibility for a child-guid- 
ance program must come from an organization that has proved 
its worth. Besides financial support, Dr. Underwood has al- 
ways maintained complete codperation with the legislature and 
the people of the state. It is very doubtful whether a clinic of 
this type could function in the state of Mississippi without the 
sponsorship of the state board of health. 





EARLY HABITS AND CHARACTER 
FORMATION 


EDWARD LISS, M.D. 
New York City 


Te absorption of modern child psychiatry in the younger 

years is based on the premise that much that happens in 
subsequent life has its genesis then. The emphasis put upon 
early habit organization and the protean patterns which that 
organization manifests are a challenge to the investigator to 
focus his investigations upon that area. He has learned that 
through the haze of memory in the adult fragments are often 
elicited that indicate the early organization of the current 
maladjustment. There is much evidence to imply this, but 
much more is needed to confirm it. The opportunity to confirm 
it is in the domain of pediatrics, education, and child psy- 
chology. Those of us who have the good fortune to be tied in 
with organizations that take care of the well and the sick child 


have unique opportunities. For this orientation, over-all in- 
sight is most essential, and a follow-up system is indispensable, 
so that the scientific reservations that, of necessity, one must 
have in seeing only a few instances of any disturbance are 
minimized. 


For many years in therapy one has been impressed and chal- 
lenged by the early history of children with feeding, digestive, 
and excretory problems who come for psychiatric assistance. 
This is the case in the fields of nutritional allergies, particu- 
larly the food idiosyncrasies, nasal pharyngeal anomalies 
(cleft palate), and major metabolic disturbances, such as 
diabetes and celiac disease, which carry with them extraordi- 
nary activities, interests, or emphases upon what are the 
natural, normal processes of feeding, bowel elimination, and 
bladder training. 

These activities, which in infancy and in the post-infancy 
period are the basis of so much feeling and interplay between 
the environment and the child, are highly significant for char- 
acter organization. Of necessity, the pediatrician is in a di- 
lemma. For therapeutic reasons, and sometimes for the actual 
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survival of the organism, he has to resort to practices so dis- 
ciplinary and inhibitive that the spontaneous feeling content of 
these activities is distorted, curbed, and sometimes canalized 
into a rigidity that affects permanently the character of the 
total organism and not the involved organic system alone. 

One appreciates the fact that the resiliency of the human 
organism is great, but the healthy spontaneity and gusto of 
functions are definitely slowed down or misdirected. The 
quandary is in many ways inevitable, but it does give rise to 
second thoughts as to how rigid our approach should be. In 
the instance of feeding techniques, we see there has been con- 
siderable softening of the mechanistic and time-emphasizing 
techniques we formerly used. The question of free choice much 
more often comes up. It is true that this applies essentially to 
normal children, but it does lead to second thoughts in cases 
of drastic systemization, as in diabetes and any physical habits 
it brings with it. We must bear in mind that a certain amount 
of distortion of the psychic life is inevitable because of certain 
reactions to the inhibitory practices pursued. The quantum, of 
course, will be absorbed or reacted against, dependent upon the 
organism itself. In other words, the constitution and soil upon 
which the inhibition falls are the determining factors. 

In such states as allergy or in metabolic disturbances of a 
chronic nature, of which celiac disease and diabetes may be 
used as outstanding examples, we have the emphasis put upon 
biologie aspects of living which are prolonged beyond their 
usual emphasis. One must bear in mind that the habit organ- 
ization of free and flexible dietary practices affects the indi- 
vidual’s attitude toward life. This ease of early habit organ- 
ization of the biological system creates a tendency to project 
interests away from the biological system and into the environ- 
ment. The emphasis on self is minimized and the interest in 
the social milieu and the cultural aspects of the environment 
have freer play. For the development of character, it has 
significant value, for the sooner the biology of living is routin- 
ized and its focus diverted to other areas, the greater the 
possibility of a rounded personality with diverse outlets. 

We are aware that absorption in the natural phenomena of 
body physiology is an acute phase in the early years, and that 
to a large extent this interest remains dormant throughout life, 
unless revived through acceleration of the biological functions, 
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as in adolescence or in the climacteric. Major illnesses, or ill- 
nesses particularly traumatic to the individual’s security, have 
a similar diverting effect, and the deflection of interest from 
the individual to his environment is governed by these natural 
or accidental events. The interrelationship between the en- 
vironment and the growing individual is a constant effort to 
bring about a balance which we call integration. This graph 
shows natural imbalances at certain growth periods—in the 
child at puberty, for instance. It may undergo considerable 
alteration when major illnesses intervene. 

Inherent in the organism are growth factors which for 
that individual are insistent and, to a certain extent, individ- 
ualistic. When major disturbances take place, there is some 
retardation. When the disturbances are removed, the inherent 
growth pattern comes through. We, therefore, see in most chil- 
dren accelerated growth following these periods, best observed 
in times of convalescence. The whole picture is one of a dy- 
namic impetus, inherent in each person, which impetus is frus- 
trated in some more than in others, but will have its end goal. 
Uncomplicated illness, unless it be of a crippling nature, de- 
flects the individual but slightly. The immediate deflections, 
however, may be gross, and at times such as to warrant in- 
tervention through the scientific knowledge that medicine 
possesses. 

The physical aspect of this retardation is, as a rule, carefully 
supervised. The emotional factors are comparatively infre- 
quently taken care of, until there is some major crisis because 
of imbalance in interests and a deviation from the so-called 
normal. Then we have delinquency or retardation in matura- 
tion in its varied aspects. There is also another area that is 
worthy of consideration—the area of intellectual growth, 
which is particularly significant when the child has reached 
the formal school years. We may have all sorts of intellectual 
patterns accompanying biological retardation. Roughly speak- 
ing, there are three categories: (1) intellectual growth unim- 
peded ; (2) intellectual growth accelerated because of a lack of 
the usual physical outlets; and (3) a general deceleration 
which involves the entire organism, psychosomatic and intel- 
lectual. 

It is, therefore, noteworthy that in any broad plan for the 
welfare of our patients, especially in the years of unusual 
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growth, any major ailment should not alone call for thera- 
peutic procedures that take care of the physical needs of the 
individual, but should lead to a survey of the emotional reper- 
cussions of that illness. Certainly, the intellectual life, which 
is interrelated with the social structure around it, should be 
carefully investigated for its strains and stresses. 





FUNDAMENTAL CONCEPTS OF PHYSI- 
CAL ACTIVITY IN REHABILITATION 


JOHN EISELE DAVIS, Sc. D. 


Chief, Corrective Physical Rehabilitation, Medical Rehabilitation, 
Veterans Administration, Washington, D. C. 


PRESENT developments point to a significant increase in 

the use of physical activity, extending into the broad fields 
of medicine and, more specifically, into a growing body of re- 
habilitative techniques. This stress upon and acceptance of 
physical activities as progressive medical adjuvants necessi- 
tates a more definite delineation of the areas in which they can 
most effectively operate, and of the basic concepts in their 
application. 

Generally, it may be said that the approach to the behavior 
aspects of illness, both physical and mental, has been confined 
in the main to what the patient says, neglecting, if not ignor- 
ing entirely, that vast area of observation and data based upon 
what the patient actually does. In the past, the psychiatric 
evaluation of patient behavior, diagnosis, and treatment was 
gathered largely from a relationship with the patient sitting 
in a chair. Psychological tests even to-day are based mainly 
on what the patient says, for the reason that the psychologist 
has not as yet adequate methods for collecting valid data as to 
what a patient actually does. 

Any one who has dealt extensively with psychotic patients is 
well aware of the fact that the patient is a different person 
when viewed in an active, infectious relationship. For ex- 
ample, the schizophrenic, inert and lethargic while sitting in a 
chair, may become alert and spontaneous and spasmodically 
social while engaging in a game of baseball. As Adolf Meyer 
says: ‘*The schizophrenic is able to tell in his activity what he 
cannot tell in the formal interview.’’ The regressed patient is 
able to express himself in activity more satisfactorily and com- 
pletely than in formal verbalization. 

The following considerations appear to be basic in a pro- 
gressive application of activities as therapy: 

The Integrative Approach.—In dealing with the severely 
disabled in whom a neurosis has become an integral part of 
their illness, as well as in dealing with the other psychoneu- 
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rotics and also with psychotics, it is of fundamental importance 
to understand the cumulative effect of all the modern therapies. 
For example, occupational therapy, physical therapy, correc- 
tive physical rehabilitation, educational retraining, shop re- 
training, vocational advisement, recreational therapy—all con- 
verging upon the various foci of individual need—create the 
incentive to get well, to go home, and to get a job. The patient 
finds pivotal meaning and consistency in treatment, since it 
appeals to the needs of the whole man. 

Basis for Prescription.—The idea that one is treating a dis- 
ease only is, of course, passé to-day. One does need, however, a 
practical application of the concept that we are first treating a 
man who is above all an individual, and secondly an illness that 
is superimposed upon individuality. The therapeutic ap- 
proach, therefore, must be based upon the significant truism 
that everything that happens to the patient is treatment, good 
or bad, and that the therapist is dealing with a composite qual- 
ity of uniqueness—an individual and a disease. 

Adolf Meyer propounded a basic concept for all who deal 
with activities as treatment: ‘‘ When one touches the object, he 
comes into direct contact with reality in which delusions and 
hallucinations are not so apt to enter to disrupt the desire to 
do and the completed act.’’ In other words, when the psychotic 
patient picks up a ball and handles it, he enters into a direct 
objective experience in which the interposition of interfering 
media is not so likely. He becomes more modifiable under the 
excitation of pleasurable sensory stimuli. He enters into a 
simpler and more adjustable experience. 

The Iso’ principle is a formulation of the experience of 
therapists who have found from actual practice that patients 
will derive more benefit from activities that harmonize in time 
and spirit with their present condition. For example, while it 
would seem that the hyperactive patient would respond to 
quieting exercises and the hypoactive to stimulating activities, 
it does not work out that way in actual practice. The agitated 
patient will accept fast activities and the depressed patient 
subdued activities. Modern therapy advances from interest to 
effort, and the interest level of the patient requires that the 
activity correspond to his mood at a given time. After the pa- 


1 Derived from the Greek rcot meaning “equal.” 
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tient has made the initial effort and begins to find interest, the 
activity may be modified to meet his long-range therapeutic 
needs. 

Activity objectives in rehabilitation are: (1) physical, (2) 
psychological, (3) social, and (4) vocational. 

The physician should provide the general broad objectives 
for the therapist and encourage him to use his own individu- 
ality in making these objectives operative. The therapist needs 
initiative, resourcefulness, and imagination if he is to do the 
best job. It should be understood that one is unable completely 
to separate the physical from the psychological, or the psycho- 
logical from the social or vocational. Therefore, these goals 
are best understood as approximations. 

1. For many far-regressed neuropsychiatric patients, physi- 
cal reactivation and stimulation provide a practicable objective 
for the employment of activities for the purpose of arresting 
physical deterioration and of enabling the patient to walk 
about, feed and dress himself, and retain the vegetative 
reflexes. 

2. Modern medical research and practice are developing an 
increasing awareness of the significance of psychological re- 
actions in activities prescribed as treatment. Motivational 
and attitudinal methods are becoming primary aids to psycho- 
therapy. Physical exercises in treatment are not confined ex- 
clusively to physical results. The psychotic patient who be- 
came interested in golf and progressed stage by stage in a 
growing parallelism of physical and mental control until he 
reached a stage when he realized that it was to his advantage 
to pay more attention to the ball and less to ‘‘ the voices,’’ illus- 
trates the psychological aims and results of physical skill in the 
practice of therapy. 

3. It is the prevalent idea that socializing activities are of- 
fered exclusively for the patient who has departed from re- 
ality, such as the schizophrenic and other psychotic types. Ac- 
tivities of an interesting nature, however, cannot be divested 
of significant social relationships in those who are mentally 
normal either. One should think of the group adaptive po- 
tentialities of activity, not only in making the patient feel more 
comfortable with other people, but in reinforcing and reawak- 
ening positive aggressive elements to aid him in getting well. 
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Such social values are inherent in activity generally and should 
be employed for their many distinctive therapeutic applica- 
tions. 

4. The most powerful motivation for the paraplegic patient 
is his desire to become independent, not only to live, but to 
make a living. The patient needs a reason for his activity. One 
of the progressive developments of modern medicine provides 
these incentives. Myerson has referred to the mental hospital 
of yesterday as ‘‘motivation vacuums’’;it made little difference 
to the patient whether he did anything or not—he was subject 
to the same restrictions and received the same rewards. The 
new phase of medicine keeps alive the natural desire of the pa- 
tient, not only to go home, but to become self-sufficient. All 
types of activity—corrective, remedial, social, and psycho- 
logical—should point to the ultimate job objective in order to 
provide the most effective motivation to get well. In so far as 
is practicable, a vocational profile should go along with the 
patient so as to guide him in this direction. 

Classification of Activities as to Complexity.—For neuro- 
psychiatric patients, activities should be classified into ele- 
mental, complex, and mixed gradations. 

Elemental activities are of a simple, one-act nature, such as 
throwing a ball, pitching a horseshoe, calisthenics in straight- 
line movements of one count, and sports such as tether-ball, 
miniature golf, bowling, shuffleboard, hitting a baseball, and 
serving a volley ball. 

Complex activities refer to two or more related movements, 
such as running after a ball, picking it up, and throwing it toa 
base. These activities are illustrated by baseball, volley ball, 
handball, tennis, and by calisthenics utilizing multiple related 
movements. 

Mixed activities are represented in parts of adapted sports 
in which the activity changes from simple to involved move- 
ment. 

Classification of Activities in Relationship to Progressive 
Motivation.—In the therapeutic management of psychotic pa- 
tients, particularly, and also to an appreciable degree in the 
case of the physically sick, the problem of motivation becomes 
extremely important. The therapeutic problem consists not 
only in setting up the program, but in attracting patients to the 
activities and maintaining their continued participation. For 
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this purpose, it is necessary to classify activities to meet the 
following levels of patient interest: (1) phylogenetic, (2) 
sensory, (3) intellectual, (4) social, and (5) vocational. 

1. The phylogenetic level is the low instinctual area of evolu- 
tionary development of such racial movements as creeping, 
walking, running, dancing, jumping, climbing, swimming, 
throwing, pushing, pulling, and lifting. Many far-regressed 
psychotic patients must be appealed to upon the basis of one 
or more of these phylogenetic excitations. 

2. The sensory level represents a higher grade of motor 
adaptation in which the patient is attracted into activity 
through seeing or touching the object. For example, the thera- 
pist places the ball in the hands of the catatonic schizophrenic 
patient, or leads him to the athletic field where he sees others 
in the desired activity, or he is taken to the occupational- 
therapy shop where the specific tools necessary for the pre- 
scribed activity are available. 

3. Many psychotics and psychoneurotics are able to carry 
on lucid mental processes and to understand the broad rela- 
tionships of activity to their improvement. They like to talk 
and to read about it. Where there is such therapeutic insight, 
activities may become a most important part of the psycho- 
therapeutic dynamics employed. For the non-psychotic se- 
verely disabled person, the meaning therapy developed by 
Rusk provides a most practical psychic reinforcement, en- 
abling the patient to harness aggressive attitudes toward re- 
covery, and, therefore, to codperate more effectively in treat- 
ment. 

4. Resocialization is acknowledged to be an important thera- 
peutic objective for the psychotic and psychoneurotic patient. 
While it offers a valid goal, it also provides a helpful approach 
for the purpose of enlisting patients in activity. The group 
goal has important therapeutic implications. Patients who 
find that others, similarly afflicted, are improving through ac- 
tivity are motivated to keep up with these others. Social values 
related to getting well, going home, and getting a job are very 
helpful morale factors and have a definite place in practical 
progressive treatment. 

5. One should keep before the patient the incentive to be- 
come independent, to make a living. For those psychotic and 
psychoneurotic patients who can understand this goal, as well 
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as for so-called normals, it provides a most substantial incen- 
tive which will vitalize other treatments and enable the indi- 
vidual to sustain activity. 

Classification of Activities for Application to Diseased En- 
tities —It should be understood that the value of activity 
therapy depends upon its modification to meet the interest, 
capacity, and need of the patient. Physical activities employed 
for therapeutic results may emerge upon the physical, psycho- 
logical, intellectual, social, or vocational level, or in a combina- 
tion of these expressions. 

In the case of the schizophrenic patient, the problem gener- 
ally is one of stimulation, these patients having in most cases 
much ability. One must aid them to make a real effort. They 
can take part in complex activities, once their interest is 
aroused. 

In involutional melancholia, the basic problem is the mood in 
which marked depression presents strong admixtures of ap- 
prehension. The motor state ranges from mere restlessness to 
frenzied agitation. Infectious activities should be sought in 
which the patient can find substantial pleasure values. Reédu- 
eation of early play skills may be effective. Once the patient 
becomes interested, progressive activities should be provided. 
Pleasurable, expansive activities, such as golf, are effective if 
interest can be established. 

In epilepsy with psychosis, the basic problem is fluctuation 
of mood. Try to create a friendly, receptive attitude. Patients 
are hypersensitive and often fearful of activity. Simple ele- 
mental activities are generally advisable. Bowling, horseshoes, 
shuffleboard, billiards are suitable. 

In dementia paralytica, the basic problem is one of judg- 
ment. The patient of this type is easily motivated. He will try 
almost anything. The therapeutic problem is to condition activ- 
ities to his motor and mental capacity. Generally, elemental 
activities are indicated, such as bowling, croquet, and billiards. 

In severe physical disability, anxiety may express itself as 
a component part of a neurosis and should become an impor- 
tant consideration in the indicated physical-psychological 
measures employed. 

The modern scientific method is directed to the patient’s 
distinctive needs. While acknowledging the value of recre- 
ational outlets, the modern approach is not directed primarily 
to his wants, whims, or fancies. 





VENEREAL-DISEASE ANXIETY 


CAPTAIN MORRIS A. WESSEL, M.C, 
Section of Neuropsychiatry, 121st General Hospital, United States Army 


CAPTAIN BERNARD D. PINCK, M.C. 
Section of Urology, 121st General Hospital 


AN opportunity to observe a large number of a specialized 
type of anxiety patient has been available in the 121st 
General Hospital of the United States Army. These patients 
have presented one factor in common—their anxiety has been 
expressed in terms of concern over venereal disease, and the 
majority of the somatic symptoms were localized in the genital 
regions. 

It is well known that injury or pain in the genital area is 
conducive to anxiety, due for the most part to fear of limitation 
of future sexual activity. In addition, our patients’ verbaliza- 
tion of their complaints has had one dominant theme—fear 
of having venereal disease. They were also deeply concerned 
as to whether or not the folks at home ‘‘could tell,’’ referring 
not only to disease itself, but also to past indulgences. 

Approximately half of the patients in this group had been 
treated for venereal infection within the preceding year, but 
none presented any evidence of infection at the time. The 
term, ‘‘venereal-disease anxiety,’’ has been used to classify 
this group, and it has been the practice in this hospital to treat 
these patients concurrently in the urology and the neuropsychi- 
atric clinic. Thirty per cent of the total neuropsychiatric pa- 
tients, including out-patients, and 50 per cent of the urological- 
clinic patients fall into this group. 

The 121st General Hospital serves troops in the Bremen 
enclave, which includes the largest staging area in the Euro- 
pean theater, serving both as a redeployment and as a re- 
placement center. A large percentage of all clinic patients are 
men about to be redeployed to the United States, and it is 
largely from this group that the patients under discussion have 
been drawn. In addition, this installation serves as a holding 
hospital for patients who are being evacuated to the United 
States through hospital channels. The unique function of the 
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hospital provides opportunity to gain contact with a large 
number of men about to be redeployed, either through rede- 
ployment channels or through medical channels. 

Venereal disease per se in any set of circumstances en- 
genders a number of factors that predispose to apprehension 
and anxiety. Despite the concerted efforts of various public- 
health groups, precise knowledge of the disease is scanty, and 
terrifying suppositions and superstitions continue to exist. 
The associated social stigma is a constant threat, and although 
only rarely a deterrent to promiscuity, it is always a source 
of considerable concern to the individual, who fears that he 
has contracted illness. Often the therapeutic course is colored 
by the patient’s intense preoccupation with escaping familial 
and public condemnation. 

Coupled with the social implications of venereal disease, and 
provocative likewise of overwhelming alarm, is the fear of 
permanent physical disability, with revealing stigmatizing 
scars. This concern may be restricted to curiosity about the 
ultimate effect upon the patient’s future fertility or potency, 
or it may be long-ranged, and focus on possible telltale effects 
on his offspring. In any event, even under benign conditions 
without further complicating ramifications, venereal disease is 
conducive to emotional reactions, often of clinical intensity. 

In the military life and particularly in an overseas theater, 
there are further ramifications. Venereal disease is considered 
to be a normal hazard of military existence. The usual stigma 
of this disease is reduced to a minimum, and, in addition, in 
an overseas area, the restraining influences of family and 
community disfavor are absent. Stimuli such as boredom, lone- 
liness, apathy, dissatisfaction on the job, hostility toward mili- 
tary regimentation, post-combat restlessness, lack of mail, bad 
news from home, lack of recreational facilities, all serve as 
motivations for seeking sexual outlet. 

A few excerpts from the admission notes of patients on the 
venereal-disease service are of interest in this regard: 


A twenty-two-year-old private, high-school graduate: “Boys act differ- 
ently over here. They are away from home; they forget everything. And 
there is nothing to do anyway.” 

A twenty-four-year-old white sergeant, single, college graduate: “When 
I came overseas, I had a girl friend. We were sort of engaged .. . 
Four months ago I received a letter saying that she had become engaged 
to another boy. Most of the boys had girl friends . . . I found a pretty 
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girl; she used to be a dancer, about twenty-five years old, And so we had 
frequent intercourse. She was—well, she wasn’t so nice, I guess. After all, 
if she had been a really nice girl, she wouldn’t have accepted my sug- 
gestion. ... 

“I’m ashamed to admit I’m supposed to be an intelligent person—college 
graduate and all that. I even used to belong to the Christian Endeavor 
Society. ... I sort of liked to go where all the people were . .. I was more 
closely connected with the church than either my mother or father.” 

A thirty-seven-year-old white married private, first class, high-school 
graduate: “Three weeks ago I received a twelve-page letter from my wife 
asking for a divorce... It was after I got this letter that I got nervous 
and wandered around the streets. . . . I was the only boy in our barracks 
who didn’t have occasional intercourse, but I felt that way and loved my 
wife and children. . . . But when this happened, I just didn’t care about 
much of anything then. .. . I know—it’s my own fault. ... 

“I’m more worried about what to do about the divorce, about the chil- 
dren, than about the V.D.” 


The very nature of an army of occupation serves to increase 
the rate of promiscuity. Men are hostile to the idea of further 
duty, and recreational facilities are less satisfying than similar 
activities at home. In addition, there is always a large portion 
of the young female civilian population who are anxious to gain 
favor, and who readily offer themselves in return for food, 
cigarettes, other gifts, or often for prestige and the promise of 


later favors. Numbers of attractive girls flock the streets and 
mill around recreational centers with eager expressions of 
encouragement. 

Lyon and colleagues, in a study of promiscuity among ado- 
lescent girls in California,’ have pointed out that a large 
number of their patients have been characterized by a stormy 
adolescent period and early separation from home, with conse- 
quent freedom from home restriction. They also were char- 
acterized by frequent mobility of residence, and relative eco- 
nomic independence. All of these factors tend to reduce the 
efficiency of emotionally stabilizing factors. 

These same conditions are true for soldiers, though in the 
latter case they are not entirely personality determined, but 
rather are inherent in military life. Men are expected to accept 
and to adapt to these aspects of living which tend to intensify 
emotional instability. This point deserves considerable stress. 
There is a tendency to accept a laissez-faire attitude toward 


1 An Experiment in the Psychiatric Treatment of Promiscuous Girls, by Ernest 
G. Lyon, Helen M. Jambor, Hazle G. Corrigan, and Katherine P. Bradway. City 
and County of San Francisco, Department of Public Health, 1945. 





VENEREAL-DISEASE ANXIETY 639 


promiscuity, to assume that it is largely personality de- 
termined, or at least that it ‘‘existed prior to induction.’’ Ex- 
perience at this hospital has tended to indicate the opposite. 
In fact, if there were no concern over the problem, there would 
be no clinical picture such as the one under discussion. 

It has been noted in this hospital that the number of indi- 
viduals with psychopathic personalities seen in the venereal- 
disease service is not significantly higher than on any other 
service in the hospital. These men, as would be expected, pre- 
sent little anxiety and few have found their way into the group 
under discussion. Men habitually promiscuous seem to take 
better prophylactic precautions. Dunbar has emphasized that 
patients in the ‘‘fracture group,’’ characterized by an attitude 
of impulsive restlessness, with a tendency to hurl themselves 
into poorly considered activities, nevertheless were found to 
have a venereal-disease rate lower than a cross section of the 
population, although the rate of promiscuity was somewhat 
higher. 

In summary, separation from heterosexual contacts, in com- 
bination with other factors already mentioned, tends to set a 
scene that leads to the attitude that it is ‘‘culturally normal’’ 
to seek occasional sexual outlets. 

Elkin has described this outlook in detail, stating: 

“He [many American soldiers] simply viewed all women in terms of 
youth, surface appearance, and willing aptitude ; and frequently he regarded 
the prostitute with special affection, because, unlike other women who often 
were formal and reserved, she had the friendly smile and democratic ways 
which he had been accustomed to expect in social life. 

“Since his own disposition to sexual matters was so thoroughly ego- 
centric, he more readily in fact identified himself with the prostitute. 
Her approach to sex was as direct and casual as his own. . . . He believed 
that she engaged in her work mainly because she ‘liked it,’ and that her 
taking money only did credit to her practical sense. And, in view of his 
own uncertain inclinations, he did not tend to regard her intimacies with 
other men as especially degrading. In the light of this behavior, it was not 


surprising that G.I.’s would show a marked preference for German girls, 

who typically combine free and easy habits with an uncritical appreciation 

of everything masculine.” 2 

It is when these men are about to be redeployed to the United 
States that they begin to think in terms of the cultural and 


1See Psychomatic Diagnosis, by H. Flanders Dunber. New York: Paul B. 
Hoeber, 1943. 
2 “Aggressive and Erotic Tendencies in Army Life,” by Henry Elkin. American 


Journal of Sociology, vol. 51, pp. 408-13, March, 1946. 
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familial restrictions of their home community, as well as the 
possibility of ‘‘taking something home with them.’’ 

The proximity of the staging area has unquestionable in- 
fluence on the specific character and incidence of the anxiety 
problem seen at this hospital. To many, it represents the end 
of the long, painful trail of enforced military duty and connotes 
the termination of an unwanted temporary existence, widely 
divergent from the cultural milieu prior to induction. Under 
such circumstances it is natural for the individual to pause for 
a personal survey in contemplation of the renewal of his 
former habits and the return to his pre-induction way of life. 
If the appraisal shows up the worse for the military period, 
this dissatisfaction may express itself in physical concern. The 
whole problem may be further complicated by a general uncer- 
tainty regarding the future and an unexpressed unwillingness 
to reassume the responsibilities of civilian life. 

The inactivity, boredom, and uncertainty that are inherent 
in any staging area foster introspection and intensify somatic 
manifestions of tension in the soldier. Pointing to the same 
problem from another aspect is the group who, in their eager- 
ness for departure, cannot tolerate with any forbearance 
further delay. To these men the final physical inspection looms 
as an almost insurmountable obstacle, and unhealthy concen- 
tration and preoccupation result in symptomatic complaints 
and the magnification of insignificant, or non-existent, genital 
lesions. All past indiscretions, no matter how remote or how 
irrelevant, appear to have finally caught up with the individual 
to oppose his departure. 

Patients whose problems are mainly psychosomatic mani- 
festations of anguish over supposed venereal disease comprise 
half the total attendance at the urological clinic. Over a period 
of eleven months, this has amounted to approximately one 
hundred and fifty patient visits monthly, the frequency of re- 
turn of each individual being modified, of course, by the factors 
peculiar to each case. 

Close scrutiny and increasingly contemplative consideration, 
with growing interest in the problem, has permitted classifica- 
tion of these patients into four main categories. This index 
is adaptable to almost any contingency that has been con- 
fronted to date. 
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I. The largest group encountered are those who have fre- 
quently deviated from the accepted moral standards of their 
previous behavior and who, now preparing to resume their liv- 
ing in their previous cultural setting, are overwhelmed with 
feelings of guilt based upon past indiscretions. This group 
includes many who have been treated for venereal disease in 
the past, and who suffered minimal emotional feeling at the 
time. Apparently, it is the anticipation of the resumption of 
living in the former cultural milieu that initiates the anxiety. 

It is a general characteristic of these patients that they are 
the most concerned with revealing, disease-identifying scars. 
A small percentage have bizarre complaints, genitally directed, 
such as ‘‘heaviness of the penis,’’ ‘‘peculiar feeling in the 
penis,’’ ‘‘need to urinate often,’’ ‘‘cold flashes in the bag,’’ 
and so on. The great majority, however, acknowledge that the 
genital complaint is fictitious, and serves merely as a basis for 
further discussion. 

These patients are the most verbose and insist upon unwind- 
ing long, lurid tales, the recital of which to a doctor provides 
some relief and satisfaction. Best results are achieved by per- 
mitting the verbal ventilation and subsequent discussion with 
constant reassurance. The majority of these patients gain 
sufficient insight to reduce their symptoms by a marked degree. 

Il. In the second category are patients who have diverged 
only once from their own rigid pattern of acceptable conduct. 
These patients cannot escape the remorse of a single offense, 
no matter how mitigating the circumstances. The guilt feeling 
is soon projected as a bodily complaint, with initial manifesta- 
tions corresponding to what the patient assumes is compatible 
with a venereal disease. The anxiety in these cases is deep- 
seated, progressive, often obsessive-compulsive in nature, and 
may lead to reactive depression. All such cases respond poorly 
under urological observation, and psychiatric treatment in- 
evitably dominates the therapeutic course. Frequently hos- 
pitalization is necessary. 

The following case is illustrative of this group: 


A thirty-year-old white sergeant appeared in the urological clinic in a 
state of marked agitation, stating, “You must help me. I’ve made a terrible 
mistake. I’ve caught some venereal disease.” 

The patient complained of pains in the groin, burning pain in the genital 
area, weakness, tremulousness, and inability to sleep, following sexual inter- 
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course twenty days before. There was no history of urethral discharge, 
nor any genital lesions. 

Examination revealed a tense, tremulous, weepy individual. The palms 
were sweaty, the face was flushed, No evidence of infection was noted. 
Laboratory data revealed no supportive evidence of venereal disease. 

The patient continued to complain of severe aches throughout his body, 
and on repeated visits there was also noted a marked reactive depression 
associated with the anxiety picture. At this time patient was referred to 
the neuropsychiatric clinic for further treatment. 

The chief complaint upon admission to the psychiatric service was 
verbalized as follows: 

“Well, you see, sir, I have been married eight years. I have a seven- 
year-old son. I lived a good Christian life, both before I was married and 
in the army, I intended to go back to my wife the way I left her. Well, on 
March 3 I was on leave, and I met a girl, and I had a few drinks, and 
before I knew it I had intercourse with her. Since then I have felt terrible. 

“Six days later I began to have a burning pain in my penis. It got worse 
when I urinated. Sixteen days later it stopped. Then I began to get a 
pain in the inner aspect of my thighs. I feel all choked up. As long as 
I am busy, it’s O.K., but at night, I just can’t sleep. I feel terrible all 
over.” 

Family history revealed that the patient’s parents were of strict religious 
type, and that the patient and eight siblings had all been brought up in a 
rigidly moralistic home environment. 

The patient had been married eight years before to a girl whom he had 
known for four years. He denied pre-marital or extra-marital sexual 
relations, up until the present incident. There was one child, aged seven. 
The patient’s own statement, written during the first week of hospitaliza- 
tion, is illustrative of the clinical picture: 

“For a day or two what I had done worried me, but I said that I must 
accept what had happened. I thought nothing more about it until my penis 
started to burn. That started about five days after intercourse. It burned 
for five or six days, and then stopped. I felt normal except worrying a 
little, for the next eight or nine days. Then the pain came in my right leg. 
Some days it would be in my knee; other days it would be up next to my 
groin. Not knowing any more about the disease then, I thought that this 
was it. 

“TI took my first Kahn about 18 days or more after the intercourse. It, 
like all the others, was negative. About two weeks later, I started going to 
the urology clinic. 

“I have tried very hard to tell myself that there was nothing wrong 
with me—that is, no venereal disease—just the same as the doctors have. 
But because of the pain in my leg, I have not been able to. I pray there 
isn’t.” 

As is evident from the above note, the patient presented a picture of 
marked anxiety and obsession with associated reactive depression. 

During the first few days of hospitalization, this patient sat by himseif, 
and found it extremely difficult to talk to or be in the presence of the nurses 
and Red Cross Worker. He later expressed this feeling: “When I first 
came here, I felt unfit to be in the room with an American girl.” During 
the hospitalization, however, he became less depressed, took an active part 
in ward activities, and was extremely interested in other patients and the 
recreational program. He gained considerable insight, and the majority 
of his symptoms decreased. 
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Upon discharge, the patient still presented symptoms, but he was well 
enough to warrant discharge from hospital and return to the United States 
through redeployment channels, 


III. From a more logical basis stems the alarm and concern 
of that group who exhibit physical signs at once suggestive 
of gonorrhea or syphilis. These are men who have penile 
lesions or urethral discharge of non-venereal origin. Scabies, 
balanitis, abrasions, furuncles, Vincent’s infection, and non- 
specific ulcers may readily be mistaken for chancroid or 
chancres. Similarly, a urethral discharge may be referable to 
a non-specific urethritis, prostatitis, or seminal vesiculitis. Yet 
while lesion is demonstrable, the fear of venereal disease per- 
sists, and the patient remains inconsolable, awaiting the in- 
evitable condemning laboratory report. 

Too frequently the patients’ own manipulation contributes 
to the extended duration of the symptoms. They will apply 
their own medicaments, express ulcers, or almost continuously 
massage the urethra, thereby aggravating an already inflamed 
mucosa. As the anxiety progresses, new, utterly dissociated 
symptoms become apparent, such as backache, thigh pain, and 
perineal throbbing. The patient becomes an habitué of the 
urology clinic, demanding almost daily smears and blood tests. 
Frequently he will have in his possession twenty or thirty 
laboratory reports garnered from every dispensary in the 
vicinity. With the regression of the physical signs, the patient 
more readily accepts the professional opinion, but is still sub- 
ject to recurrent anxious moments, particularly if an exacerba- 
tion of the lesion occurs. 

IV. This category comprises a small group who are beset 
by nonexistent lesions. Deep brooding, often provoked by anti- 
venereal-disease campaigns, barrack conversation, or recent 
sexual exposure, results in alarming misconceptions. The 
patient will envision a minute ulcer, or will decide that an 
irregularity in the glans represents a chancre. A surprisingly 
common habit is to separate widely the urethral meatus and 
suggest that the exposed muscosa is a luetic manifestation. A 
few drops of urine in the urethra after micturition are mis- 
interpreted as a urethral exudate. 

The majority of patients in this division are men in the stag- 
ing area who feel that they can suffer no further delay in de- 
parture, and wish to insure against any such possibility before 
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the final physical examination just before embarkation. The 
problem in this category is not a difficult one and is invariably 
resolved in only one visit. 

Patients appearing at the neuropsychiatric clinic usually 
have been referred from a unit dispensary or from another 
clinic in the hospital. The chief complaint is usually verbalized 
in this manner: ‘‘I know I must have something wrong—some 
venereal disease. I have pains in my groins; I can’t sleep; I 
have a slight discharge; and my back aches.”’ 

Examination ordinarily reveals a tense individual with 
marked evidence of anxiety. The history is usually one of 
sexual contact several months before, with no evidence to sup- 
port the diagnosis of venereal infection. Further conversation 
reveals that the patient has a deep-seated guilt feeling and is 
ashamed to return to his own family and community. Many of 
these patients have presented a picture severe enough to war- 
rant hospitalization, and two cases of a psychotic nature have 
been observed. Colleagues in neuropsychiatric sections else- 
where in the theater have reported similar cases. 

Conversation during the first interview usually focuses 
around the problem and attitudes of soldiers overseas, and the 
relative incidence of promiscuity. Complete physical examina- 
tion and laboratory examination are performed, and the 
patient is usually referred to the urological clinic for a 
thorough work-up and further reassurance. 

By the next visit, the majority of the patients have shown 
some reduction in symptomatology and have gained some de- 
gree of insight. It is usually possible to urge these patients to 
go on with their redeploying units, although it is recognized 
that their anxiety will continue until they reach the United 
States and face the family again. 

It has been found necessary to admit a few patients to the 
hospital. Upon admission, aside from the usual physical ex- 
amination and laboratory work-up, these men are drawn into 
an active craft and recreation program. 

This point deserves considerable emphasis, because many of 
these patients present such a deep-seated guilt reaction that 
it expresses itself in an unwillingness to be in the presence of 
American girls. The manner of their acceptance on the ward 
by nurses and Red Cross workers plays a very important réle 
in their recovery. Several of our patients have been placed on 
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sub-shock insulin therapy, as an additional therapeutic aid, 
as well as for its appetite-stimulating effect. 

Another important aspect of the program has been the daily 
group-therapy sessions, in which discussion of the physio- 
logical aspects of anxiety and the etiological factors are dis- 
cussed. In these sessions, the patients with anxiety symptoms 
gain insight into the etiological factors, and also seem to gain 
a collective security while discussing their own varieties of 
insecurity. These sessions were found especially valuable 
when the group included combat men, who describe their 
anxiety symptoms in terms of combat etiology. 

In summary, our aim has been to instill confidence, to give 
insight, and to motivate the man to accept going home and 
facing his family. As one patient so aptly expressed it, ‘‘I still 
have the same troubles, but the insulin and living here sort of 
build up my resistance and I can face it better.’’ 

A typical case of this nature is the following: 


A twenty-two-year-old single white sergeant, with three years of army 
service, twelve months in active combat, who had been wounded in action 
on two occasions, was admitted in December, 1945, with chief complaints 
of poor vision, backache, sweating palms, pain in finger joints, insomnia, 
poor appetite, and occasional bouts of diarrhea of three-months duration, 
following gonorrhea and adequate penicillin treatment. 

Upon admission, he stated: “I know I was adequately treated with 
200,000 units of penicillin. I know you will say this is an anxiety state. I 
went to college. I studied psychology. This isn’t anxiety state. This is 
some V.D.. It’s going all through me. Look at my hands. Look at my 
fingers.” 

Physical examination revealed a markedly tense individual, pulse 90, 
blood pressure 160/80. Palms and feet were sweaty. Reflexes were hyper- 
active. The remainder of the physical examination was negative. 

The family history revealed a markedly rigid upbringing. The father 
retired at the age of sixty-five, but continues to go horseback riding every 
morning at 6 A.M. Both parents are very religious. Five brothers were 
officers in the army. One brother is a regular army colonel. 

The best picture of the soldier’s clinical status is given in his own words, 
written while he was hospitalized: 


“We assaulted the Rhineland. There were several Polish girls, who 
were very eager for the wonderful American soldiers. Therefore, being 
slightly intoxicated, I complied with one of them. Afterwards I walked 
back a mile to our forward aid station for a Pro, but they had no facilities. 
Seven days later my back began to ache across the sacrum, and also my 
prostrate, and also my arm and legs and testicles gave me troubles, Then 
I was evacuated for a bullet wound. I received penicillin for the wound. 
During my stay in the hospital, I had no aches and pains, so I completely 
forgot about ever having them. I returned to my outfit in early June, and 
I felt fine, until I had an unfortunate incident occur. I received gonorrhea 
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from a German woman on the 26th of June and was treated on July Ist. 
At this time aches and pains returned and have continued since that time, 
becoming worse as the weeks passed. 

“My symptoms reappeared, the most painful being my back and also 
my groin, armpits, eyes, and testicles. After one month I began to feel 
deep nausea and spells of weakness. I found that I could not hike over four 
or five miles when my legs and back began to ache and pain, and also my 
prostrates. 

“Now I find that I ache in every bone and joint; the pains are sporadic, 
but there are always aches, either in my shoulders, back, or hips. I also 
have pain in my hands, wrists, feet, knees, and hips. 

“T still feel nauseated and so damned tired all the time, but I find that I 
have a voracious appetite. However, I have trouble sleeping. I have also 
had frequent discharges that were clear and sticky, I have had aches in 
my prostrates after a solid bowel movement. 

“T have refused to go home, simply because I do not feel well enough; 
not because I have had V.D. Damn, I'd go home if I had suffered from 
leprosy, if I felt well enough to enjoy going home. It’s not the idea of 
having had anything previously, because I could easily forget it if I didn’t 
have these persistent pains. I know I’m sick, or I wouldn’t be here; but 
I haven’t written anything about my thoughts or my ideas, about what I 
have or am suffering from because that’s your job. You have the knowledge 
and experience. I only have the pains and aches. 

“A troublesome patient.” 


Laboratory data revealed no evidence of any venereal infection. Pro- 
static examination revealed a mild low-grade prostatitis of non-venereal 
background which responded to sulfadiazine therapy and massage, and 
was believed to be unrelated to any of the symptoms. 

The patient responded slightly to psychotherapy, only to backslide when 
an adjacent patient had a spinal puncture performed to rule out central- 
nervous-system luetic infection. “I think I should have a spinal.” This 
was not performed. 

After three weeks of hospitalization, the patient returned to duty, did 
not take advantage of his A.S.R. score of 85 points, which would allow 
redeployment, but remained in this area for several months, appearing at 
irregular intervals in the out-patient department, requesting a serological 
test. His symptoms finally improved to a satisfactory degree, and the 
patient went home, three months after the opportunity first arose. 


To summarize, we have described a combined urological and 
neuropsychiatric clinical problem—that of venereal-disease 
anxiety. This symptoms complex has been observed in a large 
number of soldiers just prior to their departure to the United 
States, after an overseas tour of duty. The clinical picture has 
varied from mild anxiety to severe anxiety, with associated 
depression, severe enough to warrant hospitalization on the 
neuropsychiatric section. We have suggested a classification 
of cases and have discussed a urclogical and neuropsychiatric 
management. 





JAMES STUART PLANT 


Dr. James 8S. Plant died on Sunday morning, September 7, 
1947. His career was unique and his contributions to mental 
hygiene are his enduring memorial. 

Dr. Plant was born in Minneapolis on August 3, 1890. He 
took his pre-medical training at Hamilton College, from which 
he graduated in 1912, and received his medical degree from the 
University of Pennsylvania in 1918. Later he studied at Cor- 
nell and at Harvard and at the Sorbonne in Paris. ; 

It was my special good fortune to have known and worked 
closely with Dr. Plant for many years. I first met him back in 
1921, when he came to consult Dr. Charles Dunlap, of the New 
York State Psychiatric Institute, about prospective work at 
McLean Hospital, where Dr. Dunlap had previously served. 
Dr. Dunlap, a keen and forthright person, was impressed with 
Dr. Plant’s originality and clear thinking. Two years later, 
after a period of experience under Dr. William Healy, at the 
Judge Baker Guidance Center in Boston, Dr. Plant took over 
the direction of the new Essex County Juvenile Clinic, estab- 
lished in Newark, New Jersey, under the auspices of the county. 
This clinic became his permanent anchorage. He turned its 
clinical resources to the advantage, not only of his patients, 
but of the community and the country generally. To him every 
case offered a challenge, not only to help the child who was 
being studied, but to reveal ways in which the community had 
failed to give that child its full potential of support. 

He focused especially on the social factors that contribute 
to disturbances of behavior. Because of his well-clarified 
concepts and his capacity for expressing himself forcefully, 
eventually he was called upon throughout the country for ad- 
vice and assistance and for actual personal participation in 
local planning. 

One of the early products of his efforts locally was the estab- 
lishment in the Newark Public Schools of a Bureau of Child 
Guidance, which has continued for twenty years. He partici- 
pated actively in plans for the education of teachers and spent 
a part of each day conferring with the teaching staff of the 
public schools in his territory. 
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Of course, Dr. Plant had many offers of attractive positions 
elsewhere, but he stood steadfastly by his program at Essex 
County into which he had put so much of himself and whose 
values and returns could be achieved only through long-time 
association. Undoubtedly also his decision to remain at his post 
was affected by his devotion to his family and his sense of the 
importance of and the desire for stable family life. 

Dr. Plant had a keen appreciation of the viewpoints and feel- 
ings of others and always took these into account, whether he 
was dealing with patients, the families of patients, or the 
authorities of the community in which he worked. This appre- 
ciation he was fortunately able to interpret in a way that made 
it available to others. 

As a result of his broad community interest and his deep 
sense of clinical problems, he saw that the mental health of a 
community is in the hands not only of the psychiatrist, but of 
the teacher, the public-health nurse, the social worker, the 
judge, the family doctor, the clergyman—in fact, of all who 
deal with problems of people. The principies and points of 
view derived from his clinical work have been published in his 
book, Personality and the Cultural Pattern, and have had even 
more influence in the fields of sociology and psychology than in 
that of psychiatry itself. 

Dr. Plant respected the great personages in the field of hu- 
man behavior without becoming a disciple of any. His scientific 
integrity was such that his cases could be his only authority. At 
the same time he respected an equivalent réle in others and 
avoided making disciples of them, but rather encouraged the 
blossoming of their own potentialities. 

He subordinated personal considerations to a perhaps too 
strenuous career, giving immensely in leadership to The Na- 
tional Committee for Mental Hygiene, of whose executive 
committee he had been chairman since 1942. Twice each month 
it has been my privilege, as medical director of the committee, 
to sit with him in preparation for board and executive com- 
mittee meetings and then at these meetings themselves. 

Dr. Plant’s hobby consisted of the use of cement and con- 
crete in creating interesting and beautiful additions to his 
home and yard. The last day of his life represented a cross 
section of his interests. The morning he spent in his clinic, the 
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afternoon with his hobby, and the evening with his neighbors 
and friends at a wedding. 

We who grieve over Dr. Plant’s passing do not grieve for 
him or for ourselves, or for those whom he had befriended in 
the past and who have now lost him, but rather for those who 
have not had the privilege of knowing him at all and to whom 
that privilege is now denied. Still, they, too, for unknown time 
to come, will unknowingly be helped by his ministrations, so 
broad and so permanent have been his contributions. 


Gerorce S. STEVENSON 





BOOK REVIEWS 


MEDICINE IN THE CHANGING OrDER. (Report of the New York Acad- 
emy of Medicine Committee on Medicine and the Changing 
Order.) New York: The Commonwealth Fund, 1947. 240 p. 


In early 1943 a distinguished committee of forty-nine members, 
drawn from many walks of life, began consideration of the fact that 
“‘while the quality of American medicine stands at the very peak 
among the nations of the world, there are certain economic and social 
factors at work to preclude equal participation in such improved 
medical services by many of our people.’’ This committee has worked 
diligently and the present little volume is an admirably composed, 
concise statement of its conclusions as to where we stand, how we 
arrived at this point, and what should be our next steps. The present 
review can in no sense do justice to what is in itself a review of years 
of hard work. You will do well to read the volume as an inclusive 
statement of the present predicament of American medicine. 

With frightening generality, one sees here that medicine has moved 
from a person-to-person affair into a situation in which diagnosis and 
therapy often require complicated and expensive techniques—involv- 
ing many specialists. One sees, too, that this same process is rapidly 
centering our only worth-while medical care in the cities. One finally 
sees that relatively few persons have, at any one time, the financial 
reserves for meeting these costly catastrophes of illness, so that some 
form of insurance is a necessity for the future. Each of these pictures 
is rich in detail, done with bold, authoritative strokes. 

To meet this we must, first, improve medical care. The committee 
is properly (for now) excited only about bringing up the laggards, so 
that group medicine and plans for hospitals in those large areas that 
are so woefully lacking in these respects are its chief interest. Second, 
we must push ahead in the area of public health; again, nicely docu- 
mented. Third, we must turn to an untilled field that will give us the 
best yield of all—that of preventive medicine. Seeing the first and 
the second step as closely interwoven, the committee yet drives home 
the fact that public health is a social responsibility and approach to 
the problem, while preventive medicine is pretty largely a matter of 
the education of the individual. 

To meet this situation, we must work out some method of leveling 
costs, the committee feeling very strongly that, for the present, this 
should not be compulsory in character. Voluntary schemes of various 
sorts merit governmental aid and nurture. At this point a great deal 
of data and opinion is marshaled—perhaps the most interesting being 
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the tendency for all present insurance plans to stress therapy rather 
than prevention. Much experimentation must be conducted before we 
erystallize the matter into any form of compulsory insurance. 

On but two or three occasions has this reviewer had a tougher 
assignment than this book. Not a sentence of its brief paragraphs but 
has cried for exciting or compelling elaboration. Hospitals are so im- 
portant (and so wretchedly apportioned); group medicine must be 
developed (and so little has been done) ; the situation in our rural areas 
should shame us all (you, too, will get goose pimples if you read the 
book) ; there are the parallel problems of dental care and of unequal 
nursing service. The first twenty-six pages are a sweeping, alive story 
of the trends of American economy, from rural to urban, as they have 
affected the development of medicine. 

Two pages (that’s not very much—and they are tucked in at 157 
and 158) speak of the importance of education. There was no educator, 
as such, on the committee. No one has seemed to see that health is 
possibly more a matter of education than of medicine. The lack is 
peculiarly glaring because there are few experiences in this country 
that are as determinative and at the same time as unrelated to the 
matter of healthful living as are the child’s ten years in the classroom. 
Hours of quiet sitting, hours of patterning to the curriculum instead 
of to one’s spontaneous interest in learning, hours of shackled frustra- 
tion in the face of overwhelming competition and failure—are the 


pharisees of public health and preventive medicine to pass these by? 

If the very inadequacy of this review has persuaded you to read the 
book, my purpose is served. The reading is easy as the writing is 
clear, and the details of publishing have been made to seem so effortless 
that one forgets their intricacy. 


JAMES S. PLANT. 
Essex County Juvenile Clinic, Newark, New Jersey. 


THE HovseMOTHER’s Guipe. By Edith M. Stern in collaboration with 
Howard W. Hopkirk. New York: The Commonwealth Fund, 
1947. 91 p. 


This pocket-size booklet should be read and studied by all workers in 
institutions that serve children from the age of six on up. As the 
foreword points out, pre-school children are better served in other 
facilities than in institutions. The purpose of the guide ‘‘is to establish 
attitudes rather than to describe procedures.’’ The réle of the house- 
mother, matron, or counselor is accorded the respect due to a position 
that should be filled only by a highly skilled worker. The successful 
institutional mother substitute is the person who brings to her job or 
profession warmth and understanding, and who can derive from it the 
satisfactions implicit in taking the place ‘‘during fifteen or twenty 
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years of dozens of real parents [and] of helping the dependent become 
independent.”’ 

The booklet, free from professional terminology, is psychologically 
sound and to the housemother who regards her work as important and 
exciting, it will be stimulative of further development. Good leaders 
of children cannot themselves remain static. Though no bibliography 
is included, the foreword indicates where references may be found. 

The booklet is divided into eighteen short chapters with such head- 
ings as A Child’s First Few Days in the Home, Neatness Can Be Over- 
done, It Matters What They Wear, and Your Children Must Live in 
the World. The last brief chapter, About You and Your Job, stresses 
the importance of the personality of the housemother in building the 
personalities of the children. Relaxation, neatness, good manners, and 
a generous attitude are learned, not by precept, but by the imitation 
of a sincere and consistent good example. 

In order to show the informal, but clear style in which the booklet 
is written, I quote a paragraph from the chapter, The Group Has 
Its Advantages: 


“Be on guard against any of your children’s being lost in the group. 
Some, the natural-born leaders, the highly talented, or the brilliant, will 
find their own niches. They should have their chance to shine, of course, 
but not at the expense of others who will need special help from you to 
make them noticed. In terms of being the best kind of housemother, it is 
usually more important to help a child with no self-confidence make a 
place for himself in the group than it is to tone down a noisy or obstreperous 
one. His only special ability may be pitifully small, perhaps little more 
than the know-how to set the table or to whistle in tune, but whatever it 
is, see that he has the chance to use it for the rest of the group’s enjoy- 
ment. By contributing to their pleasure or comfort, he will get recognition 
from the other children and a feeling of self-satisfaction. The best way 
to discourage rivalries within the group, you will find, whether they be 
based on something as flattering as a place in your affection or as disrupting 
as prowess in blackening eyes, is for each child to have a sense of achieve- 
ment that builds him up without his feeling the necessity of tearing down 
somebody else.” 


FLORENCE CLOTHIER. 


Boston, Massachusetts. 


THE PERSONALITY OF THE PRESCHOOL CHILD: THE CuHILp’s SEARCH 
Fok His Sextr. By Werner Wolff. New York: Grune and 
Stratton, 1946. 341 p. 


This is a thoughtful book about the nature of childhood, by a man 
who has applied strong, independent thinking to his observations and 
research material. Dr. Wolff is concerned with probing and interpret- 
ing the living clues of behavior with which children naturally express 
the uniqueness of their personalities. 
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From his many years of observing children in Germany, Spain, and 
the United States, and devising new experiments to explore their dra- 
matic, verbal, and graphic expressions, he has emerged with two unify- 
ing concepts. The first is ‘‘that all expressions of personality by the 
young child seemed to be variations of one theme: the child’s search 
for his self.’’ All his behavior is seen as a striving both to explore 
the world and to differentiate himself from his environment. 

The second concept is the recognition of two worlds in which the 
young child and the adult live isolated from each other. Time and 
growth bridge the gap. Meanwhile, symptomatic behavior has different 
meanings at the two levels. Dr. Wolff, therefore, indicates a need for 
experimental depth psychology to explore these differences. 

This study of children between three and five years of age is divided 
into three parts: Observation, Experimentation, and Theory. Under 
Observation, the child is considered in relation to his environment. 
The chapter on the mind of child and adult contains such points as the 
child’s inability to generalize; his subjectivism; the confusions he 
feels about relationships, about reality and imagination; his use of 
the fairy tale for the projection of his own fantasies. The child’s 
emotions are described as being in constant flux, still unattached to 
persons or moral values, and needing energy outlets. Anger, fear, 
aggression, and jealousy are discussed in this light. 

Pointing out the extent to which the child’s personality is patterned 
by his parents’ attitudes, the author recommends balanced behavior 
between parents, consistency of individual attitude, understanding 
and following the particular child’s personality pattern, and keeping 
the middle course between authoritarianism and overindulgence. Chil- 
dren’s play material is used to show their concepts of reality, life, 
and death. 

Under the heading Experimentation, Dr. Wolff recommends a 
combination of psychoanalytic and behavioristic approaches inte- 
grated in ‘‘expression analysis’’ to examine the child personality. 
This section is replete with data culled from drawings, graphic and 
activity records, interpretations of music, and responses to Dr. Wolff’s 
security test. 

The author contends that intelligence-test findings are apt to be 
unreliable where young children are concerned. The individual child’s 
own discharge of emotion and imagination, his relationship to the 
examiner, the negative influence of his environment, all may affect 
his I. Q. score. Dr. Wolff has devised a test for appraising through 
drawing the child’s integration of what he observes. The resulting 
“*R. Q.,’’ or ‘‘rhythmice quotient,’’ is to be elaborated upon in a 
separate study. There is an especially good chapter on projective 
methods for judging expressive behavior of pre-school children. 
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In the third section, Theory, the author explains the principles of 
children’s art as differentiated from that of adults. He next tries to 
cross the educational bridge between the worlds of the two levels, 
stating four adult misconceptions of childhood and going on to a 
consideration of contemporary educational philosophies. Finally, he 
explains the psychological methods in current use, with emphasis upon 
his own depth psychology. 

While some of Dr. Wolff’s conclusions are controversial in coloring, 
all of his material is important. The book’s rich assortment of inter- 
pretative data about children and the author’s sincere and challenging 
thinking about it make The Personality of the Preschool Child import- 
ant to any one working with children. 

Eve.yn D. ADLERBLUM. 

Public School Mental Hygiene Project, New York City. 


FUNDAMENTAL PATTERNS OF MALADJUSTMENT, THE DYNAMICS OF 
THEIR ORIGIN. By Lester Eugene Hewitt and Richard L. Jenkins, 
M.D. Springfield: State of Illinois, 1946. 110 p. 


This book is a report of a statistical analysis of 500 case records 
of children examined at the Michigan Child Guidance Institute. It 
includes also a follow-up study by Mr. Hewitt and a section on 
psychiatric interpretation and considerations of treatment by Dr. 
Jenkins. 

The research part of the book attempts to study the relationship 
between patterns of behavior maladjustment and patterns of environ- 
mental circumstances. The method used is that of developing syn- 
drome patterns of behavior to approximate the ideal-type pattern. 
The same procedure is followed in developing ideal-type situational 
syndromes. In a review of the literature dealing with the relation- 
ship between specific patterns of behavior and specific patterns of 
situation, Mr. Hewitt finds only a small number of pertinent refer- 
ences available. 

The 500 cases are assumed to represent a fair cross section of 
problem children usually referred to clinics because of disturbing 
behavior. Approximately four-fifths of them came from communities 
of under 25,000 population and only 1 per cent from cities of over 
100,000 population. Another selective factor was the source of 
reference—with approximately one-half of the total number referred 
by school authorities. Perhaps it should also be pointed out that the 
children referred to the Michigan Child Guidance Institute were on 
the average from two to three years younger than the children who 
appear in juvenile court. This fact and the source of reference raise 
questions as to the extent to which these cases can be compared with 
juvenile-court cases. 
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In the construction of behavior syndromes, the tetrachoric correla- 
tion coefficient was used. By this method, three behavior-syndrome 
patterns were selected. 

The first of these, the ‘‘ Unsocialized Aggressive Behavior Syndrome 
Pattern,’’ in the words of the author, ‘‘implies the behavior of a child 
who is defiantly aggressive toward others, who disregards their rights 
as fellow persons, and whose conscience (in the sense in which T. H. 
Cooley used the term) seems not to include a feeling of responsibility 
in inter-personal relationships.’’ There are six symptoms of this 
pattern. They are ‘‘assaultive tendencies,’’ ‘‘initiatory fighting,’’ 
‘‘eruelty,’’ ‘‘open defiance of authority, malicious mischief,’’ and 
‘‘inadequate guilt feeling.’’ 

The second of these syndromes is labeled ‘‘Socialized Delinquency 
Behavior Syndrome Pattern.’’ The child manifesting this type of 
behavior gets along well with other children of his own group. His 
behavior is directed against codes of conduct established by the larger 
society rather than against persons. The symptoms of this behavior 
syndrome are given as ‘‘association with undesirable companions,’’ 
’’ **eodperative stealing,’’ ‘‘furtive stealing,’’ ‘‘habit- 
running away from home overnight,’’ and 


99 66 


‘‘oang activities, 
ual school truancy, 


x? 66 


‘staying out late nights.’’ 
The third of these syndromes is cailed ‘‘Over-inhibited Behavior 
Syndrome Pattern.’’ The repressed child represents this syndrome. 


of 99 66 


The symptoms are given as *‘seclusiveness, shyness,’’ ‘‘apathy,’’ 
‘‘worrying,’’ ‘‘sensitiveness,’’ ‘‘submissiveness.’’ 

On the basis of the behavior syndromes and the symptoms of each 
of them, together with a comparison of the relationship of various 
traits to each of these behavior syndromes, Mr. Hewitt uses the method 
of ideal typical construct to describe a child representing each of 
these syndromes. In other words, he gives us a picture of the un- 
socialized, aggressive child that is in the nature of a composite picture. 
He follows this with an illustration of an actual case. The socialized 
delinquent is described and illustrated, as is the over-inhibited child. 
Mr. Hewitt recognizes that these composite pictures only approximate 
real-life cases, but we agree with him that they do help to clarify 
the picture of each of these types of child and that they give the 
characteristics so frequently found in real-life cases. 

The assumption that selected situational patterns show marked 
differences in the extent to which they are found in children dis- 
playing different types of maladjustment is borne out by a comparison 
of those centering around such patterns as parental rejection, parental 
negligence, exposure to delinquency patterns, and a repressive family 
situation. 

One of the interesting findings of this study is that each of the 
situational patterns is highly correlated with only that behavior 
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syndrome with which it was presumed to be related. For example, 
‘*parental rejection is closely associated with unsocialized aggressive 
behavior on the part of the child; parental negligence and exposure 
to delinquency patterns is closely associated with socialized delin- 
quency behavior; and both repressive families and physical deficiency 
are closely associated with over-inhibited behavior.’’ 

The follow-up study of the treatment given these children shows 
the kinds of result we have come to expect. The unsocialized aggres- 
sive children changed the least; the socialized delinquents showed a 
greater tendency to change either for good or for bad; and the best 
results came from the treatment of over-inhibited children. The 
degree of success varied with the extent of codperation of parents, 
but was more marked in the over-inhibited group, the least success 
being with the unsocialized aggressive children. 

We should like to say just a word about the section of the book 
written by Mr. Hewitt before going into the section written by Dr. 
Jenkins. There is still some question in our minds about the basic 
assumption underlying this study. We believe that extremes in 
parental reactions to children may produce the same behavior pattern. 
For example, a rejected child and an overprotected child may show 
behavior patterns of the same type. We have seen unsocialized 
aggressive children from both types of environment. Of course, there 
is a question whether maternal overprotection is a compensatory 
reaction against subconscious rejection. There are probably other 
situations that are different, but that produce the same behavior 
maladjustment. We believe that the assumption underlying this 
study should itself be a subject of research. We do think that the 
study is a valuable beginning in an area in which far too little in the 
way of research has been undertaken. Perhaps, through follow-up 
studies, it will be possible to classify certain types of child in need 
of foster care and place them in appropriate foster homes or insti- 
tutions. Perhaps we can learn how to treat, on a more specialized 
and more effective basis, children who fall into certain categories. 

We think that Dr. Jenkins’ section on psychiatric interpretation 
and considerations of treatment aids in clarifying the statistical 
analysis of Mr. Hewitt. Dr. Jenkins’ diagrams help. His discussion 
of treatment and the dynamics of personality development are most 
interesting and helpful. We have no fault to find with his discussion 
of the therapy needed for the over-inhibited, neurotic individual. Nor 
do we wish to criticize the method of therapy that he suggests for the 
unsocialized aggressive child, but we would like to raise a question 
about the results of treatment of this unsocialized aggressive delin- 
quent. Perhaps this type does not entirely correspond to the category 
that we have termed asocial, but the description seems to fit very 
well, and we are still looking for examples of successful treatment 
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with this group. The studies of Healy and Bender indicate that this 
type of individual has not been responsive to treatment of the type 
that our present armamentarium of techniques enables us to give. 

We believe that the study is worth while, both for the students of 
problem children and for the clinical staff of institutions for delin- 
quents. We hope that it will prove the first of a series of studies of 
fundamental patterns of maladjustment. 


H. H. Wiis. 
New York State Training School for Boys, 
Warwick, N. Y. 


THE CHILD FroM Five to Ten. By Arnold Gesell and F. L. Ilg. New 
York: Harper and Brothers, 1946. 475 p. 


Many significant contributions to the understanding of child de- 
velopment and guidance have come from the Yale Clinic of Child 
Development. In my judgment, Infant and Child in the Culture of 
To-day (1943) and The Child From Five to Ten (1946) are distinctly 
the most important of these reports. In fact, these books may be the 
most valuable yet to appear on child development. In making this 
judgment, I am mindful of the great amount of literature that has 
been produced on this subject within the past fifty years, much of 
which has been important. 

Both of the volumes mentioned have the qualities of great books: 
(1) they are firmly foundationed upon facts; (2) these facts are 
synthesized and given depth of meaning by a coherent theory; (3) both 
the facts and theory arising from them are related to and illuminate 
real, practical problems; (4) the books are well and sincerely written, 
avoiding either writing up to fellow professionals or down to the 
uninformed ; and finally, (5) they are fine printing jobs, well bound, 
attractively printed on good paper, and clearly organized. 

Infant and Child in the Culture of To-day has already been re- 
viewed in Mentat Hyarene.’ The present volume, The Child From 
Five to Ten, is divided into three parts—I, Growth; II, The Growing 
Child; and III, The Growth Complex. In Part I, the growth process 
is described with great skill. The reader is first given an over-all view 
of the cycle of growth during the years from five to ten. Next, there 
is a close-up picture of the growth process, sharpened by illustration 
and analysis of growth in several areas. One is made to feel growth 
taking place, with its uneven backward and forward movements within 
the framework of maturing toward better adjustment. Finally, there 
is a chapter on parent-child-teacher relationships, showing how impor- 
tant an understanding of growth is for the wholesome development of 
the child. 


1See Vol. 27, pp. 670-71, October, 1943. 
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Part II, The Growing Child, gives a sketchy summary (there is a 
more detailed account in Infant and Child in the Culture of To-day) of 
the ‘‘maturity traits’’ of the first four years, and a detailed descriptive 
account of the characteristic behavior of the child for each of the years 
from five to ten. Each age from five through nine is discussed in a 
separate chapter, with sections describing the maturity traits in the 
following areas: motor characteristics; personal hygiene; emotional 
expression; fears and dreams; self and sex; interpersonal relations; 
play and pasttimes ; school life; ethical sense; and philosophic outlook. 
The authors constantly warn that these typical behavior patterns are 
not to be taken as norms, for above all one should remember that each 
child has an individual growth pattern that should be understood and 
respected. At the same time, there are important characteristics com- 
mon to each age level. To appreciate and understand the maturity 
traits typical of a growth level greatly increases one’s wisdom and 
sympathy. For example, the description and interpretation of the 
fearful overconscientiousness of the seven-year-old will certainly be 
helpful to any thoughtful parent or teacher of a child that age. 

Part III is an analysis and interpretation of the ten major fields 
of behavior listed above—motor characteristics, personal hygiene, and 
so on. The book closes with a delightful statement of the Gesell 
developmental philosophy of child care and guidance and its meaning 
for genuine human progress. Personally, I found these two and half 
pages alone worth the price of the book. 

The Child From Five to Ten will be most meaningful and helpful 
for those persons who first carefully digest the earlier volume, /nfant 
and Child in the Culture of To-day, especially Parts I and III in that 
excellent book. 

The importance of the researches of Dr. Gesell and his associates 
has long been recognized by students of child development. But 
many—and until the appearance of these books, I was among them— 
have felt that the facts coming from the Yale Clinic were not given 
the coherence necessary to true greatness in science. This view was 
succinctly expressed by a recently deceased international figure in 
child psychology after a visit to the Yale Clinic. He said, in effect: 
‘*American science has too great a concern for mere fact—for just 
observing and counting. I was overwhelmed by the great accumula- 
tion of data; but I felt there was not sufficient concern for the mean- 
ing of the data.’’ It appears now that Dr. Gesell and his associates 
were merely biding their time until ample facts were in, for in these 
books an attitude toward child development appears—out of a great 
body of facts arises an insight into the nature and meaning of child- 
hood. Knowledge is so interpreted and integrated as to lead to wisdom. 

I do not wish to imply that Dr. Gesell and Dr. Ilg have given the 
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final word on child development, nor that all will agree with the 
conclusions stated; they themselves would probably be the last to 
claim the former or to wish the latter. I do suggest that they have 
produced two great books that will be landmarks in the development 
of what may well prove to be—what, indeed, I believe will prove to 
be—man’s most important science. 

The books are recommended to all who are interested in children— 
professionals, whether pediatricians, psychologists, or teachers; par- 
ents, grandparents, uncles, and aunts; and even philosophers and 
other spinners of theoretical treatises on the nature and destiny of 
man. All who seek wisdom about human life will find interest and 
profit from the increased understanding that the reading of these 
books will give them. 

E. V. Putas. 

George Pepperdine College, Los Angeles. 


Sex Epucation: A GumpE FoR PARENTS, TEACHERS, AND YOUTH 
Leavers. By Cyril Bibby. New York: Emerson Books, 1946. 
311 p. 


This text, by the educational officer to the Central Council for 
Health Education in Great Britain, is of interest to American readers 
for two reasons: it represents current ‘‘official’’ sex education in Eng- 


land, thus providing a basis for comparison ; and it supplies a number 
of practical approaches to the problem not always found in American 
writings. 

No book on sex education can quite dodge the moral aspects of the 
problem, and Bibby does not attempt to do so. For the most part, 
he steers a careful course between the Scylla of enlightened thinking 
about sex and the Charybdis of conventional morality. His basic 
attitude toward sex, as expressed on page 182, is probably unaccept- 
able to some in his own country, as it will be to some in this, for he 
considers that sex affords a satisfying and enriching relationship en- 
tirely apart from the production of offspring. 

Bibby recognizes the biological basis of the sex drive, points out 
that the problem of extramarital relations cannot be divorced from 
economie factors, and emphasizes that if young people are to be 
advised to self-control, they must be convinced that they have a future 
worth waiting for (p. 145). Such a position probably reflects the 
current economic stress in England, as it was more frequently ex- 
pressed in this country during the 1930’s than at present. 

The author sees more clearly, perhaps, than Americans that if once 
in each generation society is overturned and homes broken up by war, 
we cannot hope to enforce conventional standards of extramarital 
chastity. He rejects altogether prostitution and the double standard 
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for the sexes. Much emphasis is placed upon the mental-hygiene sig- 
nificance of sound education, and upon the social significance of per- 
sonal sex adjustment. 

The problems of carrying on a sex-education program in Britain 
are apparently very similar to ours. Although school-teachers do not 
want the extra burden of sex education, they must undertake it, since 
most parents cannot or will not, and the school is the only other insti- 
tution that reaches children widely. The chief problem is to prepare 
teachers to do the job. 

The author feels that the aims of such a program should be that 
children may know truth and not lies, have a healthy and not a dis- 
torted emotional attitude toward sex, and develop a code of morals 
based on clear-headed and warm-hearted contemplation of all the 
issues involved (p. 22). He denies that ‘‘goodness’’ and ‘‘morality’’ 
in themselves are the aims of such a program. Interpretation of facts 
is needed as well as knowledge of facts, but children cannot be ex- 
pected to make proper interpretations unaided. Social-hygiene educa- 
tion should view the problem as one of human relationships, broadly 
considered. 

Mr. Bibby disapproves of the visiting lecturer as likely to create a 
tense and artificial atmosphere. He thinks the regular teachers should 
carry on the program of sex education, bringing in the material 
wherever a suitable and natural correlation with school work can be 
made. His concept of the integration of such material at many times 
and places in the general school curriculum agrees with the views held 
by most social-hygiene educators in this country. His reiterated stress 
on the social-hygiene values of coeducational education undoubtedly 
grows out of the common British practice of separating the sexes for 
instructional purposes generally. 

The following statements summarize Mr. Bibby’s recommended 
principles and procedures and will provide a basis for comparing 
British with American practice: 

1. To the young child no question is indecent, and his questions 
about sex should not be treated as if they were. Sex questions should 
be answered like any other questions, and it should be assumed that the 
child will accept the answers just as he accepts the answers to other 
questions. 

2. Prepare in advance for the question period by thinking over 
possible questions and by reviewing lists of questions that have ben 
collected by others who have done work in the field. 

3. Use a scientific terminology. The technical vocabulary of sex is 
not linguistically any more difficult than slang or vulgar expressions. 
Euphemisms, such as ‘‘nest’’ or ‘‘seed,’’ are inappropriate because 
children already have concrete meaning associations with such words. 

4. Adapt the material to the maturity of the child; ‘‘the truth 
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need not be given in heroic doses.’’ The central physiological facts 
should be well understood by all children prior to adolescence. The 
sensual side of sex is not too meaningful to most preadolescents and 
need not be presented. 

5. Refer all requests for advice or information, wherein individual 
circumstances may have to be considered, to appropriate special coun- 
selors (including religious workers and medical men). 

6. Physical-education classes provide a natural segregation in co- 
educational schools for considering those materials that are best 
presented in segregated groups. The physical-education teacher is 
frequently idealized by the pupils and is, therefore, a good person 
to present the material. 

7. Information supplied in school can be followed by discussion in 
recreational clubs, which are important devices for reénforcing de- 
sirable attitudes in children and adolescents. 

There is a discerning chapter on the qualities to be preferred in 
the teacher who is to carry on special sex-education activities. Most 
emphasis is placed on the adjustment and attitudes of such a person. 

The principal weakness of this book is the principal weakness of 
sex education generally. The procedure recommended is based princi- 
pally on philosophy. The accumulating research findings on the social 
sex development of children have only in general ways been incorpor- 
ated into the materials and points of view offered by the social 
hygienist. Bibby gives a clear exposition of the current, liberal points 
of view with respect to sex education, but it is based largely on opinion 
and the ‘‘best practice.’’ 

A few examples of the statements Mr. Bibby makes will show the 
extent of his generalizations. Concerning childish sex play, he states 
(p. 109) : ‘‘ Activities of this nature may be directed toward a sexual 
object, but they are not always motivated by a sexual interest.’’ Sexual 
drawings in toilets are believed to associate the excremental function 
with sex in an undesirable way. As a corrective, the child may be 
permitted to draw nude figures in his school art class. 

The discussion of the limits of sublimation on page 146 represents 
the view generally accepted by non-analytical mental hygienists—that 
sublimation is partly a matter of voluntary control of sex impulses and 
partly a matter of diverting sexual energies into other channels. 

Bibby’s discussion of the causes of masturbation is probably over- 
simplified (see pages 143 and 144) when he says, ‘‘ Whatever directs 
attention to the sex organs makes the practice of masturbation more 


likely, and young people may be helped to avoid a good deal of such 


?? 


direction as is due to physical factors.’’ Infantile masturbation is 
considered as purely sensual and pleasant; it has no more significance 
than other pleasurable manipulations except as the parental attitude 


makes it so. Among children, the practice is widespread. For ado- 
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lescents, the appropriate attitude toward masturbation should be that 
it is an immature response and to be ‘‘outgrown.’’ Mutual masturba- 
tion is presumed to lead to homosexuality. 

In the opinion of this reviewer, examples of conversations with 
children concerning sex constitute one of the strong points of the 
book. These provide many illustrations of actual answers to children’s 
questions, together with the author’s comment on the situation that 
gave rise to the question. They illustrate very well the rules and 
principles set forth by the author. Mr. Bibby makes the important 
observation, frequently overlooked, that a child’s question may actu- 
ally reflect a whole series of questions that he is unable, for one reason 
or another, to ask. 

Indeed, Chapter VII, which is largely devoted to children’s ques- 
tions, may well be the most immediately useful chapter in the book, 
for it provides a kind of information that is seldom found in manuals 
of this type. The adult who has not had frequent contact with children 
may not realize the very frank and searching questions that even 
young children can put. This chapter will correct such lack of under- 
standing. 

The manual contains a number of useful appendices. One of these 
is a tentative scheme for sex education correlated with the several 
developmental levels of children from birth to maturity. Develop- 
mental characteristics for various age levels are listed under three 
headings—physiological, psychological, and social—and show more 
Freudian influence than the text itself does. Parallel with these char- 
acteristics is listed the appropriate education of knowledge, habits, 
and attitudes for that particular age group, together with a designa- 
tion of the person (whether parent, nurse, teacher, and so on) most 
suitable to provide the knowledge or experience recommended. 

There is a bibliography of 195 briefly annotated references listed 
under eleven different headings. Most of these books were written by 
American authors, and all of them are available in this country. Many 
recent items as well as the best of older materials have been included. 

This manual will be most helpful to teachers, club workers, group 
workers, public-health nurses, and other trained workers with children. 
It will probably not appeal to a wide variety of parents; with the 
exception of the chapter on children’s questions and the appendix 
containing examples of informational talks, the text is too largely a 
description of a broad ‘‘human-relations’’ program to be carriea on 
outside of the home. However, every parent with a broad interest in 
education will find it distinctly worth reading. 

Date B. Harris. 


Institute of Child Welfare, 
University of Minnesota, Minneapolis. 
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An ApproacH TO GuIpANCE. By Edna Dorothy Baxter. New York: 
D. Appleton-Century Company, 1946. 305 p. 


It is always difficult to know what to expect in any book entitled 
‘An Approach’’ to some subject. It is also very difficult to know what 
to expect when educators use the words ‘‘counseling’’ or ‘‘guidance,’’ 
because these words are used to cover such a great variety of 
educational activities. Counseling or guidance in one school may mean 
that the Latin teacher spends an hour each morning in checking the 
admission of children who have been tardy or absent. The same terms 
in another school may involve a teacher interview with pupils, to aid 
them in selecting studies for the ensuing semester, or in choosing voca- 
tional courses or a life occupation. Or the home-room teacher or all 
teachers may come to regard their traditional teaching activities as 
guidance and counseling. In another school, the counselor or guider 
may be a professionally trained and experienced psychiatric social 
worker, who spends full time on the study and treatment of pupils 
referred because of more or less serious symptoms of personality, 
mental health, or behavior disorders. 

The author, who has had experience with guidance programs 
in Englewood and in Denver, has written this book both for teachers 
in training and for those in service. The organization and presentation 
of her material are unusual, and her interpretation of ‘‘guidance’’ 
is extraordinarily broad. It seems that modern adult minds, battered 
into a coma by radios, movies, murder mysteries, and funnies, find 
reading such a heavy task that they can be enticed to absorb only the 
simplest of ideas, presented in dramatized form. The first half of 
this volume is, therefore, called The Story, and is written in novelette 
form, involving the life activities of Molly McLane, a guidance director 
in a junior high school, in the town of Hampton. 

The breadth of the activities included in the author’s approach to 
guidance is indicated by the titles of the first nine chapters, prefaced 
by The Teacher Believes: In the Administration; In Herself; In Her 
Associates; In Her Pupils; In the Parents; In the Community; In 
Her Country; In International Brotherhood; and In Her Task. It 
becomes obvious that the activities of a guidance director may relate 
to anything going on in the school system, homes, community, minority 
groups, and national or international affairs. Each chapter is followed 
by an annotated bibliography of books. The bibliography on pupils 
is limited to books on adolescence. 

The next ten chapters are entitled The Story Interpretation, and 
consists of numbered statements of general principles or objectives 
of guidance, which are correlated with conversations or incidents 
covered in the dramatized story. After each general statement is a 
brief paragraph discussing the principle. The nature of these prin- 
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ciples is indicated by the following condensed samples: Every indi- 
vidual has problems; teachers have problems; confidence in the indi- 
vidual being guided is required ; self-confidence and self-understanding 
are fundamental to wholesome adjustment; the counselor should help 
the counselee clarify his own desires; democracy should prevail in 
school administration ; the teacher should set a standard of democratic 
relationships and exemplify such democracy among her associates; 
and the profession of teaching as a whole is dependent on the quality 
of the individual teacher. 

At the end of the book are 168 pages listing 227 annotated references, 
the great majority being articles in educational journals. There seems 
to be a strong trend in the various professional groups to limit their 
reading rather strictly to their own professional literature. A large 
number of the available books in the fields of general and clinical 
psychiatry, mental hygiene, and child guidance, the varieties of 
social case-work and case studies, and the psychiatric and social case- 
work aspects of delinquency would be of the greatest value to teachers, 
but educational literature rarely refers to any of these volumes. 
There seems to be an increasing number of people who are undertaking 
to guide, counsel, and ‘‘re-direct behavior,’’ who feel that it is un- 
necessary to make any serious study of this literature, because mental 
hygiene is blithely regarded as requiring nothing more than an ‘‘ under- 
standing’’ and ‘‘sympathetic interest in people,’’ a general knowledge 
of ‘‘human nature,’’ and a large capacity for exuding a steady glow 
of ‘‘warmth’’ on all and sundry. Unfortunately mental hygiene has 
never been as cheery, simple, and easy as that. 

One is in something of a quandary to know just what groups would 
benefit by reading this volume. It might well be used as a supplemen- 
tary reference in an introductory course in education, or be read by 
parents interested in getting a glimpse of life and problems in a public 
school. Because of its breadth, the miscellaneous subjects covered, and 
the very limited and superficial treatment of mental-health problems 
in pupils and teachers, it would have no value in the mental-hygiene 
training of students and teachers. Mental hygienists might wish to 
read it to get a feel for the growing points in the educational field. 


CLARA BASSETT. 
New York City 


NorMaL LIvEs FoR THE DisaBLeD. By Edna Yost in collaboration 
with Dr. Lillian M. Gilbreth. New York: The Macmillan Com- 
pany, 1945. 298 p. 


This book is directed to persons with physical handicaps of any 
kind, whether due to eivilian or military event. In the sudden need 
for several sorts of specialized information and the confusion of 
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feelings that follow the disablement, this book should bring a lift in 
morale as well as definite help in planning the future. Even its 
occasional sentimentality does not destroy its value as a realistic 
challenge to the handicapped person to make the most of his abilities, 
personality, and environmental opportunities. 

The book recognizes the very natural feelings of a disabled person 
as he undergoes treatment and then begins to look for a place for 
himself in the world. Each individual has a unique potential con- 
tribution to make, and the handicapped person is particularly chal- 
lenged to discover his best way of making his contribution. 

Out of their considerable experience, the authors describe resources 
that will help the handicapped person to evaluate himself; ways of 
gaining training and experience; and the federal, state, and other 
agencies that help handicapped persons find places for themselves. 
Interspersed are frequent examples of the ways in which men have 
used these resources and how the expected irritations and complica- 
tions may be met. It is true that in these days nearly every handi- 
capped person is a pioneer in convincing industry and business that 
he has capacities. But the book also documents the attitudes of 
progressive employers and their use of disabled persons. 

A man may gain from the book the knowledge that his difficulties 
and reactions are not peculiar, but are shared by many; that he is 
part of a community with similar experiences and similar goals; and 
that the way is easier to travel when one has companions. There will 
still be many disabled persons who will need at some points in their 
adjustment the individualized help of direct expert personal con- 
sultation. The book does not attempt to substitute for this, but 
offers suggestions as to where this help may be obtained. 

Altogether, this is a valuable addition to the growing list of books— 
such as Edith Stern’s Mental Illness and Dr. Lawrence Kubie’s 
Practical Aspects of Psychoanalysis—that bring to the lay public 
some idea of what specialized treatment techniques and individual 
counseling are all about. 

Ruta M. Hupsarp. 


Family Service Society of 
Metropolitan Detroit. 


Orr THE Jos Livinc, A MoperRN Concept or RECREATION AND ITs 
PLACE IN THE Postwar WoruD. By G. Ott Romney. New York: 
A. S. Barnes and Company, 1946. 232 pp. 

‘*Any cogent discussion of man in relation to his time-off-the- 
job,’’ Mr. Romney explains, ‘‘must commence with a consideration 
of man—of human beings who work and play, laugh and ery, who 
get interested and bored, and hope and dream.’’ He considers 
recreation in realistic relationship to the lives of people and pro- 
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ceeds to examine with a mirror rather than an X-ray. Man is 
presented as a social animal who desires to develop his creative urge 
by the use of free time. He is naturally competitive, endowed with 
the spirit of adventure—likes to see ‘‘what is behind the curtain,’’ 
to explore new areas, and to discuss things on their own account. 
Human nature is also combative and this is a normal part of man’s 
expression through recreation. Recreational aggressive outlets 
*‘might slake the thirst for combat,’’ both in pleasurable and in 
constructive ways. 

Democracy needs to espouse a fifth freedom—the freedom of choice 
of pursuit for enjoyment and satisfaction in one’s earned leisure. 
Society, in addition to the individual, must be made aware of the 
significance and the promise of free time. It includes ‘‘ warmth 
for the heart, things to have, things to see, but, more important, 
things to do and to appreciate, and things to ponder on.’’ 

The author presents recreation as a way of life, of emotions rather 
than motions, a personal, attitudinal, and psychological reaction to 
living. The chief difference between play and work is in motiva- 
tion and compensation. There is no such thing as a recreational 
activity in itself—it depends upon the spirit; nor does recreation 
necessarily mean doing something different. A survey of recrea- 
tional interests was made in an out-of-the-way district. The findings 
were as follows: ‘‘sittin’, fence talkin’, ridin’ around, and Bible 
readin’.’’ This is significant revelation, yet a most natural one. 
Sitting is a widely used form of recreation—sitting to play cards, 
to make things with the hands, to converse, to observe, to appre- 
ciate, and, as the author says, to ‘‘just sit.’’ Recreation is an end 
in itself, a responsibility of the community, and it should educate 
all tastes. Recreation in war got down to earth and did a practical 
job of creating a spirit in and for activity. 

The ingredients of recreation are program, leadership, and facili- 
ties. The program should never be superimposed from the top, 
but should originate with the people, their interest as well as their 
needs. Stereotyped programs are out. Recreation must extend 
beyond physical parks and playgrounds, and even community 
centers. Supervision should be enlightened and ample, and not be 
in the hands of technicians and morale builders. Neither is super- 
vision a policing job. Personnel counselors are needed. The recrea- 
tional worker should have a genuine fondness for people, be able 
to improvise, to replace literal-mindedness with imagination. He 
should have a keen sense of humor. He should have some skill 
so that he may feel the thrill in the relationship of bodily to mental 
control, and be able to impart it to others. ‘‘One part of leadership 


is worth ten parts of drivership.’’ 
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Mr. Romney’s treatment is down to earth. His language is admir- 
ably suited to the subject, and his illustrations are forceful as well 
as pertinent. He does not pose as a specialist or as a technician. He 
lives his recreation and has, therefore, become free, understanding. 
He warns against the temptation to invent a technical language to 
mystify the uninitiated. This, he feels, not only would confuse the 
practitioners, but would suffocate the interest of the public. ‘‘More 
than one profession has tripped and fallen over the strands of its 
own gabbledygook.’’ 

This impresses the reviewer as a modern, clearly drawn, colorful 
picture of one of the most significant social forces of our lives, 
happily coming into its own. 

JOHN EISELE Davis. 

Veterans Administration, 

Washington, D.C. 


It’s How You TaKxe Ir. By G. Colket Caner, M.D. New York: 
Coward-McCann, 1946. 152 p. 


The author has chosen a fortunate title for this book, one that might 
well be used as a slogan for the whole field of mental hygiene. Its 
underlying thesis is that it is not so much a matter of what a person 
is born with, or even of what happens to him afterwards, that makes 
the difference between adjustment and maladjustment, as it is the 
way in which he accepts and uses his endowment or meets and handles 
his strengths and weaknesses, his failures and successes. 

Using the question-and-answer method, the book discusses in a 
straightforward, common-sense, readable way the puzzling queries 
that every adolescent, whether he be fourteen or forty, is likely to ask 
himself. It was written as a manual for use with high-school classes, 
but it is the sort of book that will be carried off and pored over in 
the quiet of the student’s own room, where he can find answers to 
questions that he might not want to bring up in a group. 

Attitudes toward work, toward authority, toward one’s self, and 
many other problems are discussed, always with a ring of authority 
and with a note of reassurance that after all people are very much 
alike and that every one can do something with his own menagerie of 
complexes and conflicts, no matter how unmanageable and unique 


they seem to the person attempting to harness them. One chapter is 


devoted to the craving for superiority and one to ‘‘The Inferiority 
Complex and How to Get Over It.’’ ‘‘How Personality Traits Are 
Developed and Changed’’ is the subject of another chapter. ‘‘How 
Emotion Affects Us Physically’’ is given a particularly helpful 
presentation. Enough of the whys are explained to give insight, but 
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the emphasis everywhere is less on the theory of how our conflicts 
came about than it is on dynamic suggestions for doing something 
about meeting them. 
JULIA MATHEWS. 
Child Guidance Clinic of Los Angeles. 


CURRENT THERAPIES OF PERSONALITY DisorDERS. Edited by Bernard 
Glueck, M.D. New York: Grune and Stratton, 1946. 296 p. 


This volume contains the papers presented at the Thirty-fourth 
Annual Meeting of the American Psychopathological Association in 
April, 1945. It begins with Dr. Glueck’s presidential address, in 
which he attempts to relate the tasks of psychiatric endeavor to the 
needs of the times and to present psychiatry as something of a hope 
for the future. 

The book is divided into sections, in which related types of therapy 
are considered, often from diverse angles. Some authors describe a 
type of therapy in detail, as T. V. Moore does with bibliotherapy, 
while others discuss some of the special results of an already widely 
known type of treatment, as in case of the shock therapies. The first 
section is concerned with the place of the psychiatric hospital. It is 
considered as a cultural pattern, as a public-health agency, and as a 
place for group therapy or for psychoanalytic treatment. 

The next section is concerned with physiochemical therapies. Three 
of the four papers evaluate special types of convulsive treatment, 
while the fourth deals with the results of the so-called ‘‘conditioned 
reflex’’ therapy (it is actually a conditioned emotional response and 
not a ‘‘reflex’’) in alcoholism. 

A third section is devoted to psychotherapeutie techniques. The 
types dealt with are bibliotherapy, the psycliclogical factors in 
Alcoholics Anonymous, group therapy, transference, and hypno- 
analysis. Finally, there is a discussion of the techniques used in child 
guidance and rehabilitation. 

While the entire book presents a picture of the main types of 
therapy now in use in psychiatric practice, it does so in an uneven 
manner. Some are described in detail; only minor points of others 
are considered ; while still others are merely evaluated. The presenta- 
tions are valuable in the main to readers already familiar with the 
techniques. The volume serves as a review of them. It is also 
valuable in bringing together in one place a reminder of the diverse 
ways in which personality disorders can be approached. Because 
of this diversity, the book will have the greatest appeal to the therapist 
of eclectic tendencies. The follower of any single ‘‘school’’ is likely 
to feel that his particular type of approach is given insufficient space 

GiBert J. Ricu. 

Milwaukee County Guidance Clinic, Milwaukee, Wisconsin. 
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THE Brotocy or ScuizopnHreNtA. By Roy G. Hoskins, M.D. New 
York: W. W. Norton and Company, 1946. 191 p. 


Following the traditional pattern of Thomas William Salmon 
Memorial Lectures, this book is divided into three parts. The first, 
dealing with the biology of man in relation to schizophrenia, reviews 
the recent progress of our knowledge concerning the evolutionary 
background of the individual who is the victim of this challenging 
scourge of mankind. The second section, discussing the pattern of 
the disorder, compares the distortion of schizophrenic personality 
disintegration with other structural or behavorial deviations of nega- 
tive survival value. In the third part, on the psychosomatic aspects 
of the disease, an attempt is made to correlate the emotional im- 
balance and adaptive deficiency of schizophrenic individuals with a 
variety of clinical findings indicating metabolic, endocrine, and cir- 
culatory dysfunction (impaired homeostasis and reduced ability to 
maintain psychosomatic stability). 

In a brief summarizing appraisal of the fundamental biological 
problems presented by this baffling psychosis, the emphasis is placed 
upon the urgency of further basic research and upon the need for 
enlightening all strata of society to the fact that ‘‘schizophrenia is 
a disease and not a sin or a disgrace.’’ 

The author’s biological viewpoint is predominantly that of an 
endocrinologist and strictly in line with the pattern of the research 
that has been carried out under his direction at the Worcester State 
Hospital during the past two decades. Man is thought of as the 
culminating phenomenon in a long process of integrative evolution, 
and the human organism is described as a seething laboratory in which 
hundreds of chemical processes are going on simultaneously. The 
discussion of integrated human existence extends from the neutrons 
and other sub-atomic particles to the highest levels of social organiza- 
tion, and malintegration is analyzed at many levels from the atomic 
to the social. 

Since the organic nature of schizophrenia is seen in a polychromatic 
breakdown of biological adaptation at various morphological levels, 


any schizophrenic psychosis is regarded as the result of a ‘‘distortion 


somewhere in the course of the integrative series.’’ Defective social 
awareness and the inability to achieve or to retain an adequate 
breadth and depth of empathy are considered as characteristic aspects 
of a schizophrenic’s biological immaturity and are compared with 
inadequacy in reality testing at a level of reduced consciousness 
(dream state) and with similar disturbances at the cellular level. 
Possible ‘‘molecular’’ deviations suggested as primary causative 
factors in the ‘‘disordered biology’’ 
deficiencies in enzyme regulation, aberration of amino-acid meta- 
bolism, inadequacy in hormonal production or reactivity, and defec- 


of the schizophrenic include 
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tive assimilation of food vitamins. On the basis of disturbed 
homeostasis, a schizophrenic psychosis is explained as the result of 
a functional disintegration of the personality due to an inability to 
meet the demands of maturity with the resources of the immature. 

At a low level of emergence, some consideration is given to the 
possible significance of heredity, although it is admitted that the 
effect of genetic factors might be expressed at any level from the 
molecular to the social-behavorial. Observations in twin pairs are 
mentioned briefly as ‘‘well known’’ evidence in favor of the genetic 
school of thought, but the question of the basic importance of heredity 
in the origin of schizophrenia is still considered a moot point. In the 
author’s belief, the explicit cause of schizophrenia ‘‘remains 
unknown.’’ 

The book is so well written, and its style is so pleasant and concise, 
that it would seem difficult for any reviewer to express certain 
reservations about the eclectic manner in which the biological prob- 
lems of schizophrenia have been presented. For reasons considered 
well-known by the author, the difficulties of such a critical attitude 
are multiplied for this reviewer. It may be sufficient to state, there- 
fore, that the author’s approach is somewhat selective although the 
framework of his biological concept of schizophrenia is outlined as 
holistic. 

Regardless of some inconsistency in the presentation of its complex 
subject matter, the book is extremely pleasurable to read and con- 
tains a wealth of valuable information. Technical terms are well 
defined, and the treatment of controversial material is always con- 
structive and on the side of understatement. The conclusions are 
formulated in a clear manner and their meaning should be easily 
comprehensible to any student of human biology and psychopathology. 
It is the reviewer’s belief that the book should have a prominent place 
in the library of every one interested in the problems of normal and 
abnormal human behavior. 

FRANZ J. KALLMANN. 

New York State Psychiatric 

Institute and Hospital, 
New York City. 


LECTURES ON PsYCHOANALYTIC Psycuratry. By A. A. Brill, M.D. 
New York: Alfred A. Knopf, 1946. 292 p. 

This book contains almost verbatim ten lectures given by Dr. Brill, 
primarily for state-hospital psychiatrists, at the Psychiatric Institute 
in New York during 1928 to 1942. The presentation is informal and 
friendly, and Dr. Brill has a particular ability for presenting complex 
material simply. Yet one who is familiar with the literature on 
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psychoanalysis is quickly aware of the fact that little of significance 
has been omitted. 

Early in the discussion there is an explanation of the reasons why 
psychoanalytic psychology was at first so generally rejected, and the 
lack of justification for this rejection. Although most of the material 
in the book represents Freud’s contributions to psychoanalysis, credit 
is given to others for their contributions, particularly Breuer and 
Bleuler. There is an interesting description of Dr. Brill’s partici- 
pation in psychoanalytic work early in the history of its development 
in Europe. 

Many clinical facts are presented that have been discussed much 
less clearly by other authors. Dr. Brill is essentially a clinical man 
and has amassed a great amount of clinical experience during his 
years of psychoanalytic practice. He makes constant references to 
interesting clinical facts to demonstrate the theoretical concepts he 
is discussing. 

In the third lecture, there is a clear description of how constitutional 
inherited factors affect human behavior. The various mechanisms in 
neurosis are dealt with, particularly the réle of repression and the 
failure of repression. The discussion of this subject is easy to read 
and pleasant. 

In Lecture 4, Dr. Brill introduces the subject of severe emotional 
illness as a defense, and includes schizophrenia. He is of the opinion 
—and states so frankly—that neurosis and psychosis are not related 
to each other. Since his findings are based on an extensive clinical 
practice, they should have real value. He discusses sexual problems 
as a natural continuation of dealing with the problems of the id. 
Examples of sexual pathology cleverly illustrate mechanisms of the 
ego, the super-ego, and the id. The discussion of sexual ignorance, of 
masturbation, and of promiscuity are good. The relationship between 
delinquency and the super-ego are just touched upon. 

The fifth lecture gives brief case histories of neurotics and 
psychoties. There is a good description of transference mechanisms, 
and relationship between the emotional problems of the neurotic and 
the customs of primitives is reviewed. There is particular emphasis 
on the erotization of somatic structures in relation to conversion 
Symptoms. 

Lecture 6 gives more cases to illustrate sexual pathology. Dr. Brill 
begins in this chapter the discussion of the libido theory, with special 
emphasis on the oral libido, using excellent illustrations from everyday 
life. This chapter contains a valuable discussion of thumb-sucking 
and oral habits. 

Lecture 7 involves the anal-sadistic phase of libido development 
with special emphasis on the significance of smell and odors. This 
subject is discussed in relation to animals, primitives, and obsessional 
neurotics. There is a description of the ({dipus complex in which 
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emphasis in the (dipus complex of the girl is placed on penis envy. 
Unfortunately, Dr. Brill does nut attempt to discuss the factor of 
‘loss of love,’’? which Freud emphasizes in the ({dipus complex in 
girls. It was in this discussion of the instinctual drives that the 
reviewer had the feeling that Dr. Brill oversimplified a subject that 
does not lend itself to simplification. 

Lecture 8 seems to the reviewer one of the best chapters in the book, 
discussing basic differences between perversion and neurosis, showing 
that both are related in early libido fixation. Dr. Brill explains that 
the pervert retains the instinctual drive in spite of condemnation by 
the environment; in the neurotic, the drive is repressed and substitute 
acts acceptable to society replace it in the form of neurotic symptoms. 
There is a detailed description of the origin of compulsion neurosis, 
with an interesting picture of attacks of rage due to the breaking out 
of attacks of repressed hostility and aggression. The cases that illus- 
trate this mechanism describe how these impulses are ordinarily sub- 
limated in other ways except during attacks. There is an interesting 
discussion of socialization of instincts and the reaction formations 
necessary to control them, especially the instincts of aggression, ex- 
hibitionism, touching, and smelling; all of which are partial sexual 
impulses. 

Lecture 9 gives an interesting discussion of homosexuality. This 
begins with a description of narcissism, particularly in the period of 
five to six years of age. The various mechanisms that may cause homo- 
sexuality are discussed in some detail. Dr. Brill emphasizes the homo- 
sexual factor in paranoia. The reader may misconstrue the discussion 
to imply that paranoia exists in most homosexuals —- which is not 
true, nor is this what Dr. Brill means. 

The discussion of paranoia is good. It leads to a discussion of 
jealousy and there is a nice differentiation between simple jealousy, 
projected jealousy which depends upon fantasies or wishes of the 
jealous person to be disloyal, and delusional jealousy based on homo- 
sexual conflict. There is an interesting statement that all pathological 
jealousies are based on a feeling of inferiority springing from the 
individual’s awareness of weak genitality. 

Lecture 10, the final chapter, deals with the love and death instincts, 
a difficult subject at best, and even more difficult when handled briefly, 
as Dr. Brill has handled it in this book. Here, again, his illus- 
trations help to make this difficult subject reasonably clear. 

Throughout the book, one is captivated by Dr. Brill’s sense of humor 
and understanding of the difficulties that the uninitiated have to face 
when introduced for the first time to the subject of psychoanalysis. 


H. S. Lippman. 
Amherst H. Wilder. Child Guidance Clinic, 


St. Paul, Minnesota 
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Barry Situ Retires as Director or COMMONWEALTH FUND 


Mr. Barry C. Smith has retired as General Director of the Common- 
wealth Fund. It will seem strange to us who have known him so 
long and have benefited by his counsel, which has always been at the 
same time straightforward and constructive. Under his direction the 
Commonwealth Fund has made immeasurable contributions to the men- 
tal health of the nation, in fact of the world. 

It is not easy to initiate new activities without friction, for social 
change is not without its antagonists, but Barry Smith seems to have 
accomplished these changes with a minimum of such friction, in no 
small degree because his integrity and his motives have never pean 
doubted. 

His leadership has touched every aspect of the mental-hygiene field— 
research, professional training, public education, administration of 
services; it would profit little to catalogue here the specific projects 
initiated under his directorship because they are so well known and 
appreciated. His personal influence as well as the good works of the 
fund will endure as unequivocal testimony to his efforts. 

From the grass roots comes an expression as a counterpart of the 
national perspective. Mr. Elmer Scott, of Dallas, Texas, writes as 
follows: 

‘*It was my good fortune to have met Barry Smith back in 1918, when 
he organized the National Information Bureau, which still bears the 
imprint of his integrity and farsighted wisdom. My intimate association 
with him ripened in 1922, when, as General Director of the Common- 
wealth Fund, he inspired therein a deep and abiding interest in mental 
health and psychiatric services. 

‘*Dallas was favored in 1923 with the establishment of the fund’s 
second demonstration child-guidance clinic. As secretary of the per- 
manent Dallas Child Guidance Clinic since its organization in 1923, the 
writer has been in constant contact with Barry Smith, whose sagacity, 
wise discrimination, and unfailing loyalty to high ideals were constantly 
apparent. Beyond all that, he inspired in me a deep and abiding affec- 
tion. His retirement from active duty, while well earned, is a distinct 
loss to a great institution and to the country at large.’’ 


It is reassuring that Barry Smith’s successor, Dr. Donal Sheehan, 


has been a participant in the mental-hygiene activities of the Com- 
monwealth Fund in the past and has followed the same policy of 
viewing public health and medical service from the vantage point 


of a broad social perspective. 
GEoRGE 8. STEVENSON 
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FEDERAL GRANTS AWARDED FOR TRAINING MENTAL-HEALTH 
PERSONNEL 

Award of the first federal grants for training mental-health per- 
sonnel under the new National Mental Health Act was recently 
announced by Dr. Thomas Parran, Surgeon General of the U. §S. 
Public Health Service. 

The mental-health program, authorized by Congress in 1946, 
received its first appropriations, totaling seven and one-half million 
dollars, on July 8, 1947. This is to finance a threefold program of 
research on mental illness, development of local mental-health facili- 
ties, and training of mental-health personnel, in addition to mental- 
health activities within the Public Health Service. 

The grants recently announced go to universities, hospitals, ind 
clinics to support their training programs in the field of psychiatry, 
clinical psychology, psychiatric social work, and psychiatric nursing. 
The grants were recommended by the National Mental Health Advisory 
Council, a body of experts in the mental-health field, and were 
approved by the Surgeon General. 

Training stipends to graduate students in psychiatry, clinical psy- 
chology, psychiatric social work, and psychiatric nursing will be 
administered through all the institutions listed below except those 
marked with an asterisk. Most of the stipends available for tnis 
year have already been awarded. However, information about stipends 


may be obtained by writing directly to the institution of one’s chvice. 
Grants were made to the following institutions: 


Psychiatry 


*Babies Hospital of the Presbyterian Hospital, Columbia University, New 
York, New York. 

Boston University, School of Medicine, Boston, Mass. 

University of California, Langley Porter Clinic, San Francisco, Calif. 

University of Chicago, The Medical School, Chicago, Ill. 

University of Colorado School of Medicine, Denver, Colorado. 

Columbia University, College of Physicians and Surgeons, New York, 
New York. 

Cornell University Medical College, New York, New York. 

Duke University School of Medicine, Durham, N. C. 

Guidance Center of the Institute of Mental Hygiene, New Orleans, La. 

University of Louisville School of Medicine, Louisville, Ky. 

Massachusetts General Hospital, Harvard University School of Medicine, 
Boston, Mass. 

University of Minnesota Medical School, Minneapolis, Minn. 

Institute of Pennsylvania Hospital, Philadelphia, Pa. 

Philadelphia Child Guidance Clinic, Philadelphia, Pa. 

*Southwestern Medical College, Dallas, Texas. 

Vanderbilt University School of Medicine, Nashville, Tenn. 

"University of Virginia, University of Virginia Hospital, Department of 
Neurology and Psychiatry, Charlottesville, Va. 
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Clinical Psychology 
University of California (Berkeley), San Francisco, Calif. 
Duke University, Durham, N. C. 
University of Illinois, Urbana, Ill. 
Illinois Neuropsychiatric Institute, University of Illinois College of 
Medicine, Chicago, Ill. 
State University of lowa, Iowa City, Iowa. 
University of Michigan, Ann Arbor, Mich. 
University of Minnesota, Minneapolis, Minn. 
Northwestern University, Evanston, I. 
Ohio State University, Columbus, Ohio. 
University of Pennsylvania, Philadelphia, Pa. 
Princeton University, Princeton, N. J. 
University of Rochester, Rochester, N. Y. 
Stanford University, Stanford, Calif. 
Western Reserve University, Cleveland, Ohio. 
Western State Psychiatric Institute and Clinic, Pittsburgh, Pa. 
Worcester State Hospital, Worcester, Mass. 
The Illinois Neuropsychiatric Institute, Western State Psychiatrie 


Institute, and Worcester State Hospital will offer internship training. 


Psychiatric Social Work 

University of California, School of Social Welfare (Berkeley), San Fran- 
cisco, Calif. 

University of Chicago, School of Social Service Administration, Chicago, 
Il. 

University of Minnesota, School of Social Work, Minneapolis, Minn. 

New York School of Social Work, Columbia University, New York, N. Y. 

Pennsylvania Sehool of Social Work, University of Pennsylvania, Phila- 
delphia, Pa. 

University of Pittsburgh, School of Applied Social Sciences, Pittsburgh, 
Pa. 

Smith College, School for Social Work, Northampton, Mass. 

Tulane University, School of Social Work, New Orleans, La. 

*University of Louisville, Kent Schoo! of Social Work, Louisville, Ky. 
The New York School of Social Work, the University of Pittsburgh 

School of Applied Social Sciences, and the Pennsylvania School of Social 

Work will give advanced (third-year) graduate training under the grants 

program for the training of teachers in psychiatric social work, super- 

visors, and research and administrative personnel. 


Psychiatric Nursing 

Boston University School of Nursing, Boston, Mass. 

University cf Pittsburgh, Department of Nursing, Pittsburgh, Pa. 

University of Minnesota, The Medical School, School of Public Health, 
Minneapolis, Minn. 

Teachers College, Columbia University, Nursing Education, Washington, 
D. C. 

Catholic University of America, School of Nursing Education, Washing- 
ton, D. C. 

University of Minnesota, School of Nursing, Minneapolis, Minn. 

University of Washington, School of Nursing, Seattle, Wash. 

*Menninger Foundation, School of Nursing, Topeka, Kans. 

*Yale University, School of Nursing, New Haven, Conn. 
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TRAINING PRoGRAM IN PsycHrAtTRic SociaL WorK 
AT UNIVERSITY OF PITTSBURGH 


The United States Public Health Service has informed the School 
of Social Work at the University of Pittsburgh of an allocation of 
funds for a special training program in psychiatric social work, a 
substantial portion of which will be devoted to the development of 
an advanced third-year program in psychiatric social work. This 
advanced program is being developed in codperation with the Winter 
Veterans Administration Hospital and the Menninger Foundation 
Field Training Center for Psychiatric Social Workers at Topeka, 
Kansas. 

This program, covering twelve months, will be developed under the 
general supervision of Dr. Marion Hathway, in charge of the advanced- 
study curriculum at the school of social work, and under the leader- 
ship of Professor Eleanor Cockerill, of the same faculty. Part of 
the program will be conducted on the Pittsburgh campus, beginning 
in September. January 1, under Professor Cockerill’s immediate 
supervision, the students will take up residence at Topeka, where 
seminars and field instruction both in advanced practice and super- 
vision will be conducted for eight months. 

The advanced seminar in psychiatric information will be developed 
under the immediate supervision of Dr. William Menninger, head 
of the Menninger Foundation, and Dr. Karl Menninger, General 
Manager of the Winter Veterans Administration Hospital, who will 
assume faculty responsibility on behalf of the School of Social Work 
at the University of Pittsburgh. 

Students in the advanced program must have their professional 
master’s degree from an accredited school of social work and a period 
of successful practice, in order to be eligible. Upon successful com- 
pletion, they will be awarded a special certificate in psychiatric social 
work, and their work under certain conditions may be credited toward 
the advanced professional degree of Doctor of Social Work which 
is offered by the University of Pittsburgh. 

Emphasis in this program, which is an outgrowth of the Mental 
Health Act, will be placed on the preparation of teachers of psychiatric 
social work and of administrators of important psychiatric-social- 
work units. 


VETERANS ADMINISTRATION TRAINING PROGRAM IN ARTS 
AND TRADES 


The Veterans Administration is teaching severely injured veterans 
a wide variety of arts and trades in a program designed to speed 
their rehabilitation and thus shorten their stay in V.A. hospitals. 
The program is being applied also to veteran patients whose injuries 
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or diseases have caused a chronic condition that requires repeated 
or continuous hospitalization. 

The plan is not only to speed the recovery of these patients through 
the program, but also to reduce the number of readmissions for further 
treatment. In many instances, also, the arts or trades learned in 
V.A. hospitals will provide the veterans with an opportunity to :on- 
tribute to their own livelihood after their recovery. 

Known as the manual-arts-therapy program, the project is under 
way in most of the V.A.’s 126 hospitals. The only hospitals in which 
it has not been inaugurated are those in which the number of patients 
who would be benefited is small because of a rapid turnover. 

The program is fitted to the requirements of each type of hospital, 
whether neuropsychiatric, tuberculosis, or general medical and sur- 
gical. It also is fitted to the individual needs of patients. 

Watch-making, which has attracted many seriously disabled vet- 
erans, has materially helped in their rehabilitation. A group of 30 
paraplegics, completely paralyzed from the waist down because of 
spinal-cord injuries, have progressed so well in their V.A. watch- 
making courses that they will continue their training at the Bulova 
School of Watch Making on Long Island, N. Y. Another veteran 
learned watch-making so well while he was a patient in a V.A. tuber- 
culosis hospital that when he was discharged from the hospital, he 
was able to seeure a civil-service appointment as a watch-maker 
instructor. Now he is teaching his trade to other patients in the 
same hospital. 

One paraplegic is working as a full-time V.A. employee in the 
brace shop at the V.A. hospital in Birmingham, California. He was 
trained in the art of brace-making as part of his rehabilitation pro- 
gram and he has not missed a day on the job since September 12, 
1946. He hopes to work a full year without being absent so as to 
help prove that many critically injured veterans are capable of con- 
tributing to their own livelihood if given the opportunity. 

Seventy-five patients at the V.A. hospital in Hines, Illinois, are 
studying radio and broadcasting techniques. As a part of their 
rehabilitation, they are operating the amateur radio station at Hines. 
Several already have received amateur-radio-operator licenses. Vet- 
eran patients are operating other amateur radio stations in the V.A. 
hospitals at Waco, Texas; Topeka, Kansas; Lake City, Florida; I.os 


Angeles, California; Cleveland, Ohio; and Van Nuys, California. 
Among the other training courses that such veterans are taking ure 
wood-carving, photography, automotive repair, agriculture, engraving, 
metal work, general electrical work, and work with jewelry, plastics, 
and leather. 
This type of rehabilitation is available to all patients with the 
approval of their doctors. 
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New Resmwency TRAINING ProcRAMs IN NEUROLOGY OFFERED 
BY VETERANS ADMINISTRATION 

Two new residency training programs for physicians desiring to 
train in neurology under the Veterans Administration have been 
organized. These residencies are designed to prepare residents for 
certification in neurology by the American Board of Psychiatry and 
Neurology. 

The first new program will be conducted under the auspices of the 
New York University and the Neurologic Service of the Psychiatric 
Division of the Bellevue Hospital, New York, New York. The pro- 
gram provides for training at Bellevue Hospital and the Veterans 
Administration New York Regional Office. The staff includes Drs. S. 
Bernard Wortis, E. D. Friedman, Lewis Stevenson, Samuel Brock, 
M. B. Bender, and Margaret Kennard. Applications should be sent 
to Dr. 8. Bernard Wortis, Chairman, Deans Subcommittee for Neu- 
rology, New York University, 400 East Thirtieth Street, New York, 
New York. 

The second new program has been organized by the George Wash- 
ington School of Medicine and the Georgetown University Medical 
School. Residents will be offered training facilities at the V.A. Hos- 
pital (Mt. Alto), Washington, D. C., Gallinger Municipal Hospital, 
the V.A. Regional Office, Childrens Hospital, and the Army Institute 
of Pathology. The staff includes Drs. Walter Freeman, Norman Q. 


Brill, James Watts, Webb Haymaker, Paul Chodoff, Harold Stevens, 
and Othmar Solnitzky. Applications should be forwarded to Dr. 
Walter Freeman, Chairman, Deans Subcommittee for Neurology, 2014 


oe 


R Street, Northwest, Washington, D. C. 
For information as to training programs in neurology already under 
way, see the April, 1947, issue of MENTAL HYGIENE, pp. 333-34. 


‘*ScHOLARS IN MEpIcAL ScreNcE’’ ProgrRAM ANNOUNCED BY 
MARKLE FOUNDATION 


An opportunity to start a career in academic medicine is offered 
to young scientists with the necessary qualifications through a new 
program of ‘‘post-fellowship’’ grants, announced by the John and 
Mary R. Markle Foundation. The purpose of the program, accord- 
ing to John M. Russell, executive director of the foundation, is to 
attract much-needed talent to academic medicine by giving promising 
young scientists academic security and financial assistance for a 
period up to five years. 

The program will be conducted in codperation with accredited 
medical schools in the United States and Canada. Grants of $25,000, 
payable to the codperating school at the rate of $5,000 annually for 
a five-year period toward the support of each successful candidate 
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or his research or both, will be available, beginning with the academic 
year 1948-49. If the plan proves successful, the foundation will 
have appropriated a total of $1,250,000 to the schools by 1953. 

Candidates will be recommended by medical schools and will be 
limited to young men and women with a particularly strong interest 
in research and teaching in any of the clinical or pre-clinical sciences 
or in the sciences basic to medicine. They will have had sufficient 
training in some special field or combination of fields to qualify them 
to receive a regular faculty appointment and to conduct original 
research. The final choice will be made, on the basis of the schools’ 
recommendations, by regional committees appointed by the foundation. 

The young scientists chosen will be known as ‘‘Scholars in Medical 
Science.’’ No fixed number of scholars will be appoimted in any 
year, but it is expected that approximately fifty will receive appoint- 
ments during the five-year period. For each scholar, the school will 
determine salary and academic rank, encourage research by setting 
reasonable limits upon teaching and other non-research activities, 
provide laboratory facilities, and, if necessary, make a financial con- 
tribution toward the support of his work. 

The program places the emphasis on the personal qualities and 
scientific and teaching abilities of the men and women chosen, rather 
than upon particular research projects or teaching fields in which 
they may be interested. The program is the result of a survey of 
medical research and education, recently made by the foundation, 
which shows that while there are scholarships and other forms of 
financial aid for the student in the course of his scientific training, 
and while there are funds available to the scientist once his name 
is made, there are few sources of help at the beginning of the career 
of the man who chooses academic medicine. 

A pamphlet covering the details of the plan has been sent to all 
deans of accredited medical schools, and persons interested in being 
considered as candidates are referred to them for further information. 


1948 INSTITUTE ON CORRECTIVE AND REMEDIAL READING 

The annual institute on corrective and remedial reading conducted 
by the staff of the Reading Clinic, Department of Psychology, Temple 
University, is scheduled for one week beginning on January 26 and 
ending on January 30, 1948. 

Beginning with the 1947 Reading Clinic institute, a three-year 
evaluation program was initiated. This has made it possible for 
boards of education and state departments of education to send dele- 
gates for the dual purpose of organizing new programs and of evalu- 
ating existing programs. In 1948, the emphasis will be placed on 
the content area approach. At the 1948 meetings the conclusions 
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from previous institutes on the differentiated and language arts 
approaches will be summarized. The content area approach will be 
developed and plans will be laid for the presentation of the semantic 
or meaning approach in 1949. ‘ 

Seminars and demonstrations will be conducted by well-known spe- 
cialists in reading and related fields. Qualified professional leaders 
will evaluate programs presented by conferees. Special staff meetings 
and laboratory periods will be supervised by members of the reading- 
clinie staff. By setting up a three-year program of emphases, it is 
possible to make better use of visiting specialists. 

The activities of the one-week institute are differentiated to meet 
the needs of clinical workers, vocational-guidance directors, and super- 
visors and teachers in elementary schools, secondary schools, and 
colleges. 

Enrollment is limited by advance registration. This must be con- 
firmed prior to the institute. For a copy of the program and other 
information regarding this institute, write to Dr. Emmett Albert 
Betts, Director of the Reading Clinic, Temple University, Philadelphia 
22, Pennsylvania. 


PSYCHOANALYSIS AND DENTISTRY 


The School of Applied Psychoanalysis of the New York Psycho- 
analytic Institute has organized a course on psychoanalysis for den- 
tists. The aim of the course is to introduce the dentist to the working 
concepts of psychoanalytic therapy and practice, using the oral zone 
as the main focus of discussion. The phylogenetic and ontogenetic 
significance of the mouth and the teeth and their use both by ego 
and by libido will preface a general survey of the libido theory and 
fixation. Defense mechanisms in the neuroses, the psychoses, and 
the so-called normal person will be touched upon, as well as the 
(Edipus and castration complexes. Discussion of the office problems 
of dentists and of methods of handling and understanding difficult 
cases will be encouraged, the dentist being given the opportunity 
to present some of his own clinical material. The course is in no 
way intended to teach psychotherapeutic techniques. 

The school is offering courses also to qualified physicians, nurses, 
social workers, school-teachers, psychologists, and sociologists. For 
information with regard to these courses, write to the New York 
Psychoanalytic Institute, 245 E. 82nd Street, New York 28, New York 


Dancina Hewtps INsutin-SHock PATIENTS 


Dancing has been prescribed for some insulin-shock mental patients 
in the Veterans Administration hospital at Northport, Long Island, 
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New York. American Red Cross volunteer ‘‘Gray Ladies’’ have been 
enlisted as partners in these social-dancing sessions. 

In some eases, dancing has helped shock cases to become regular 
and steady in their walking, and in one case, the patient’s gait was 
so improved that he was allowed to walk out of doors. 


Music ResearcH FounpatTIon To Stupy Use or Music 
IN TREATMENT 


With the approval of Surgeon General Thomas Parran, of the United 
States Public Health Service, Dr. R. C. Williams, Assistant Surgeon 
General, has accepted appointment as a member of the board of 
directors of the Music Research Foundation, Ine., a nonprofit organi- 
zation which has for its purpose the study of the use of music in 
the treatment of disease. Dr. Williams will act as chairman of the 
executive committee of the board of directors. 

There has been marked interest in the use of music in the treat- 
ment of disease for a number of years, and during World War II 
there was a decided revival of such interest. Much of the leadership 
in reviving this interest has centered around the work of Frances 
Paperte at Walter Reed General Hospital, Washington, D. C. Miss 
Paperte is one of the organizers of Music Research Foundation, Inc., 
which is now formulating plans for the continuation and expansion 
of its research activities in this field. 

It is proposed that a program of scientific inquiry into the thera- 
peutic use of music be initiated. Selected psychiatrists will conduct 
investigations into the kind of music that has most therapeutic value 
and the types of mental patient most responsive to its use. Methods 
for the integration and utilization of present knowledge by leading 
mental institutions will be explored, and every effort made to encour- 
age the use of music in the treatment of disease. 

In connection with this expanded program, the Music Research 
Foundation, Inc., will sponsor studies in the field of physics on 
phases having a bearing on the therapeutic use of music. Throngh 
the use of fellowships, it will conduct and initiate special psycho- 
logical studies. In addition, it will establish grants or fellowships 
to compile present knowledge of the subject. Consulting committees 
of qualified scientists will guide each particular field or special area 
of study. 

Reprints of scientific and general articles on this subject are now 
available without cost. They may be obtained by writing to the 
Executive Secretary of Music Research, Inc., 2909 Stanton Avenue, 
Silver Spring, Maryland. 
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GROUP FOR THE ADVANCEMENT OF PsYCHIATRY STATES 
PosITION ON RELIGION 


At a recent meeting in Minneapolis, Minnesota, of the Group for 
the Advancement of Psychiatry, the need was expressed by that 
organization for a statement of the position of psychiatrists with 
regard to their attitude toward religion. This was thought to be 
necessary in view of recent newspaper and magazine articles in which 
this branch of medicine was charged with a lack of appreciation of 
the need for religion in the lives of our people. As a result of this 
feeling on the part of the group, the resolution below was adopted 
without dissenting vote on the closing day of the meeting. It is felt 
that this statement is of historic interest since so far as is known 
it is the first time that an organization of psychiatrists has stated 
its position on this question. 


‘‘For centuries, religion and medicine have been closely related. Psy- 
ehiatry as a branch of medicine has been so closely related to religion 
that at times the two were almost inseparable. As science developed, 
however, medicine and religion assumed distinctive réles in society, but 
they continue to share the common aim of human betterment. This also 
holds true for that method of psychiatry known as psychoanalysis. 

‘We, as members of the Group for the Advancement of Psychiatry, 
believe in the dignity and the integrity of the individual. We believe 
that a major goal of treatment is the progressive attainment of social 
responsibility. We recognize, as of crucial significance, the influence of 
the home upon the individual and the importance of ethical training in 
the home. We also recognize the important réle religion ean play in 
bringing about an improved emotional and moral state. 

‘*The methods of psychiatry aim to help patients achieve health 
their emotional lives so that they may live in harmony with society and 
with its standards. We believe that there is no conflict between psy 
chiatry and religion. In the practice of his profession the competent 
psychiatrist will, therefore, always be guided by this belief.’’ 


—_e 


n 


The Group for the Advancement of Psychiatry was organized in 
May, 1946, in Chicago by a number of members of the American Psy- 
chiatric Association, in an effort to accelerate psychiatric progress 
by mutual study and discussion of outstanding problems, clarification 
of concepts, the determination of psychiatric needs and concrete steps 
needed to meet these needs. The group now has 126 members from 
the United States and Canada, all of whom are also members of the 
American Psychiatric Association. Dr. William C. Menninger, of 
Topeka, Kansas, is its chairman, and Dr. Henry Brosin, of Chicago, 
its secretary. The activities of the group are financed in part by 
a grant from the Commonwealth Fund. 

The first formal meeting of the group was held November 4-6, 1946, 
in Rye, New York, where the main subject of study and discussion 
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was the problem of psychiatry in medical education. The second 
formal meeting, held at Minneapolis, June 30-—July 2, 1947, was 
devoted principally to the subject of state mental hospitals. 

The group comprises fifteen committees, covering medical educa- 
tion, research, preventive psychiatry, therapy, public education, social 
work, codperation with federal agencies, codperation with lay groups, 
state hospitals, racial and social problems, clinical psychology, indus- 
trial psychiatry, forensic psychiatry, international relations, and child 
psychiatry. More than twenty experts in other fields have been 
invited to serve as consultants. 

From time to time, the group has adopted reports and resolutions 
on some of the subjects studied by its committees. A number of 
these reports will be published in the near future in several profes- 















sional journals. 







AN EVALUATION OF ELEcTRO-SHOCK THERAPY 





The report below is one of several recently issued by the Group 
for the Advancement of Psychiatry. The group works through com- 
mittees, each of which periodically formulates a report of its activities 
which is submitted to the entire membership of the group for their 
comments and suggestions. The reports formulated on the basis of 
these suggestions represent the attitudes and recommendations of the 
entire group. 

The report presented here is that of the group’s Committee on 
Therapy, consisting of Dr. M. Ralph Kaufman, Chairman, and Drs. 
Daniel Blain, T. E. Dancey, M. M. Frohlich, Maxwell Gitelson, Robert 
P. Knight, Maurice Levine, Bertram D. Lewin, Alfred O. Ludwig, 
Sydney Margolin, and George M. Raines. 


















‘*In view of the reported promiscuous and indiscriminate use of electro- 
shock therapy, your Committee on Therapy decided to devote its first 
meeting to an evaluation of the réle of this type of therapy in psy- 
chiatry. Both the extravagant claims as to its efficacy made by its 
proponents and the uninformed condemnation of its use at all by its 
opponents indicate the emotional aura which surrounds this whole topic. 

‘*Your committee bases its conclusions and recommendations on data 
gathered by the members of the committee from their personal expe- 
rience, reports from the literature, reports from the army, navy, Veterans 
Administration, university hospitals, Canadian Army and Veteran A ffairs, 
private hospitals, and other sources. The committee is grateful to Dr. A. 
E. Bennett, who sat with us as an invited expert and gave freely of his 
extensive experience in this field. The conclusions and recommendations 
which follow have the unanimous concurrence of the committee members 













and of the invited expert. 
‘‘1. There is as yet no adequate theory of the mode of action of electro- 
shock therapy. All indications are that it operates on a symptomatic 







rather than an etiological level. 
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‘*2. The preponderant weight of the evidence points to the conclusion 
that electro-shock therapy materially shortens the majority of depressive 
episodes, especially those which oceur in the involutional period. It may 
or may not aid in shortening or controlling individual manic episodes. 
No evidence has been found to indicate that it has any effect in altering 
the cycles of manic-depressive psychosis. 

**3. The evidence is conflicting as to its efficacy in the schizophrenias. 
Good results have been reported in some cases of severe catatonic and 
acute paranoid reactions, but these conditions may respond also to appro- 
priate psychotherapy and good hospital care. Any improvement which 
occurs appears to be due to modification of the affective components. The 
schizophrenic personality is not altered by electro-shock therapy. 

‘*4, The preponderance of evidence indicates that the use of electro- 
shock therapy is contraindicated in the psychoneuroses, with the possible 
exception of severe, resistant neurotic depressions, in which symptomatic 
relief may at times be obtained. 

**5. The complications and hazards in its use should be reémphasized, 
since they appear to have been minimized by some workers. Some workers 
have reported that such pre-shock measures as curarization or sedation 
with barbiturates offer a safeguard against traumatic complications. 

**6. In view of the foregoing considerations, electro-shock therapy 
should be administered only by psychiatrists who are trained in treatment 
techniques, and then only as an adjuvant in a total psychiatric treatment 
program. 

**7, Electro-shock therapy should be restricted to hospitalized patients. 
The only possible exception would be its use as part of a treatment pro- 
gram under competent supervision in selected out-patient departments. 
The committee unitedly opposed the use of shock therapy in the private 
office because of its indiscriminate use; there were a very few members 
of the group who were in disagreement with this point. 

**8. Your committee deplores certain widespread abuses of electro-shock 
therapy, amongst which are: 

‘fa, Its use in office practice. 

‘*b, Its indiscriminate administration to patients in any and all diag- 

nostic categories. 

‘*e, Its immediate use to the exclusion of adequate psychotherapeutic 

attempts. 

‘¢d. Its use as the sole therapeutic agent, to the neglect of a complete 

psychiatric program. 

**9. Your committee feels that the overemphasis and unjustified use 


of electro-shock therapy short-circuits the training and experience which 


are essential in modern dynamic psychiatry. 

*€10. In spite of a voluminous literature on the subject, your com 
mittee feels that active research is still indicated in many areas. Some 
of these are: 

‘*a. Establishment of uniform criteria for evaluation of results. 

‘*b. Combined physiological and psychodynamic studies which would 
lead to a greater understanding of the basic problems. 

‘fe, Adequate, long-time follow-up studies, with careful psychological 
and electroencephalographic investigations, leading to a better 
evaluation of* the patient’s clinical status during a remission 
or after an apparent recovery. 
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‘*d. Better application of statistically valid methods in surveying 
results. 

‘fe, Definitive studies as to the possibility of irreversible brain dam- 
age, and correlation between such sequelle and the intensity 
and number of shock treatments administered. 

‘*11. Abuses in the use of electro-shock therapy are sufficiently wide- 
spread and dangerous to justify consideration of a campaign of pro- 
fessional education in the limitations of this technique, and perhaps even 
to justify instituting certain measures of control. However, the research 
studies suggested in #10 should be available to provide a sound basis for 
inaugurating such a campaign.’’ 


NATIONAL CONFERENCE ON LocAL HEALTH UNITS 


The provision of adequate public-health services for every citizen 
of the United States was the subject under discussion when repre- 
sentatives of 65 national citizens organizations met on the campus 
of Princeton University, September 8-10, in a Conference on Local 
Health Units sponsored by the American Public Health Association. 

Delegates heard a faculty of a dozen national experts in public 
health portray the fact that approximately 41,000,000 Americans now 
live in communities without a full-time local health department, having 
either no health services at all or a mere skeleton under a part-time 
health officer, often not even a physician. 

In his opening address to the delegates, Dr. Haven Emerson, Chair- 
man of the Subcommittee on Local Health Units of the American 
Public Health Association, pointed out that basie public-health serv- 
ices are an obligation of local government and are most efficient and 
least costly when supplied by a professional staff responsible to local 
taxpayers and voters. ‘‘ Local government that fails to serve its people 
by providing basic health services,’’ he stated, ‘‘is a failure in 
democracy.’’ 

Pointing out that small villages, towns, and counties cannot sup- 
port and maintain health departments with the minimum services to 
which the people are entitled, he urged the delegates to work within 
their communities for consolidation of small population groups into 
units capable of supporting such services. 

The plan sponsored by the American Public Health Service calls 
for: (1) passage of state laws authorizing the creation of county- 
wide, city-county, or multi-county units of health jurisdiction eover- 
ing not less than 50,000 persons; (2) employment of professionally 
qualified full-time health officers at appropriate salaries; (3) require- 
ment by law that health departments carry on certain essential stand- 
ard activities; (4) tax support of at least $1 per capita, not less than 
one-half from local sources; and (5) the creation of community heaith 


councils in each jurisdiction. 
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Without such a basic structure, it was declared, private efforts and 
funds, such as those of voluntary health organizations, are largely 
wasted. 

Dr. Florence R. Sabin, of Denver, Colorado, told the delegates that 
two conditions were necessary before reorganization of health services 
for the people’s benefit could be achieved: first, the people must know 
the facts of health and sanitation conditions in their communities, 
and second, they must be given demonstrations of just what preventive 
medicine can contribute to their lives. 

Citing the recent campaign in which she was active in Colorado 
which resulted in replacing health laws passed in 1876 with modern 
legislation, Dr. Sabin said, ‘‘The passage of our health laws was 
due to the initiative of the people themselves.’’ 

Essential to the success of the campaign, she stated, were the activi- 
ties of organized groups in local communities in informing the public 
and bringing pressure for legislative action. 

Mr. George J. Nelbach, of the New York State Committee on Tuber- 
culosis and Public Health of the State Charities Aid Associativn, 
and James Stone, of the National Tuberculosis Association, empha- 
sized the part voluntary organizations can also play in developing 
wider public knowledge and demand for modern health services. Mr. 
Nelbach called for a vigorous campaign of public information, educa- 
tion, and agitation by such agencies. 

The moral obligation of the state health department to make health 
protection services equally available throughout the state was stressed 
by Dr. Fred Mayes, Director of the Division of Local Health Admin- 
istration, Kansas State Health Department. He said the greatest 
public-health lag was in rural areas. 

The same point was made by representatives of other states with 
large rural areas. They declared that thinly populated counties can- 
not deliver essential modern health protection. The solution proposed 
was consolidation of several such counties into public-health units 
which, although expanded in area and assisted by state leadership, 
would still be locally operated community agencies. 

Other speakers outlined the proper functions of a local health 
department and what it can contribute to the happiness and well- 
being of the people. 

Dr. Joseph McLean, of Princeton University, discussed the over- 
lapping of local governments in relation to health services and pointed 
out the need for basic reorganization of local government both for 
this and other purposes. The financing and the staffing of local health 
departments were discussed by Dr. Henry F. Vaughan, Dean, Uni- 
versity of Michigan School of Public Health. 
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The conference, which was made possible through a grant of funds 
from the W. K. Kellogg Foundation, of Battle Creek, Michigan, was 
set up as a workshop, with small groups discussing each paper with 
the speaker. 


First ADMISSIONS TO MENTAL Hosprrats—1945 


The four most frequent specific diagnoses among the 114,535 first 
admissions with psychosis to mental hospitals in 1945 were dementia 
precox, psychoses with arteriosclerosis, senile psychoses, and manic- 
depressive psychoses, according to a bulletin recently issued by the 
Federal Bureau of the Census. The patients in these four groups 
made up about 61 per cent of all psychotic admissions during that year. 

A comparison of the figures for 1945 with those for 1936—the first 
year of the decade ending with 1945—sliows some changes in the 
relative proportions of the various diagnostic groups. These figures 
are as follows: 

Number of cases Percent of total 
r man — a, 
Diagnosis 1936 1945 1936 1945 

Dementia prwcox 19,818 29,882 21.8 26. 

Psychoses with cerebral arteriosclerosis 10,951 15,334 12.0 13. 

Senile psychoses 8,588 12,756 9. 11. 

Manic-depressive psychoses 12,72 12,348 14. 10. 

General paresis 7,551 6,496 

Alcoholic psychoses 5,274 4,825 

All other psychoses 25,977 32,894 








yypnrnroe Pe 





90,880 114,535 100.0 100.0 


ACCELERATED GrRowTH ReEpoRTED IN New York Stare HOospitTau 
POPULATION 


The upward trend in the population of the 26 mental institutions 
under the jurisdiction of the New York State Department of Mental 
Hygiene has accelerated during the past year, according to figures 
recently released by Dr. Frederick MacCurdy, Commissioner of Mental 
Hygiene. A preliminary survey of the figures reported as of March 
31, 1947, by the department’s 20 mental hospitals, five state schools 
for mental defectives, and Craig Colony for epilepties indicated that 
the population of these institutions had increased by 1,921 over the 
corresponding total at the close of the previous fiscal year. 

At the close of the fiscal year (March 31) the department’s institu- 
tions were caring for a total of 105,210 patients. Of these, 93,482 


were in the institutions, 1,703 were in family care, and 10,025 were 


on convalescent status. The patient population of the institutions 
increased by 1,521 during the year, while those on convalescent status 
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increased by 364. There was an increase of 36 among those in 
family care. 

The state hospitals were caring for 84,523 patients, an increase 
of 1,789 during the fiscal year. Dr. MacCurdy pointed out that this 
increase, almost three times the corresponding increase during the 
previous year, approaches the rate of annual increase that existed 
prior to the war. Of the 84,523 patients, 75,205 were in the state 
hospitals, 1,051 in family care, and 8,267 on convalescent status. 
Compared with figures for the previous year, these represent increases 
of 1,166, 22, and 601 respectively. The growth in family care is 
slow, owing to difficulties in finding suitable family-care homes since 
the war. 

The state schools were administering to the needs of 18,449 patients 
at the close of the fiscal year, an increase of only 149 over the cor 
responding total at the end of the previous year. The number of 
patients in these institutions is limited by the number of available 
beds. Increase in these admissions can be expected only when addi- 
tional facilities are made available. Of the total 18,449 patients 
in the state schools, 15,254 were in the institutions, 917 were in 
colony care, 652 were in family care, and 1,626 were on convalescent 
status. 

Craig Colony for epileptics was caring for 2,238 patients on March 
31, 1947, a reduction of 13 during the year. Of these patients, 2.106 
were in the institution and 132 were on convalescent status. 

During the year there were 20,057 admissions (exclusive of trans 
fers) to the 26 institutions administered by the Department of Menta! 
Hygiene, an increase of 604 over the corresponding total for the pre- 
vious fiscal year. Admissions to the state hospitals totaled 18,358 
an increase of 578. Discharges from these institutions, exclusive of 
deaths and transfers, totaled 10,176 patients. It should be empha- 
sized, Dr. MacCurdy stated, that the increase in admissions to the 
state hospitals would have been somewhat greater were it not for 
the fact that some veterans were admitted directly to the veterans’ 
facilities. 

The five state schools for mental defectives admitted 1,511 patients, 
exclusive of transfers, an increase of only 51. Craig Colony for epi- 
leptics admitted 218, an increase of 5 over the total during the 
previous year. 


Army VENEREAL-DiseAsE Rate Hits New Low SINcE 
V-J Day 


The army’s venereal-disease rate at home and abroad has reached 
a post-war low, the war department announced recently. 
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Stringent regulations outlined last January by Secretary of War 
Robert P. Patterson were considered by the army to have brought 
about the sharp drop in venereal disease. Since Mr. Patterson’s 
instructions to all commanders were written, the army-wide venereal- 
disease rate has fallen 23 per cent. The latest figures available, for 
May, 1947, show a 30-per-cent decrease from the post-war high in 
the summer of 1946. 

In his letter, Mr. Patterson ordered codperation with civilian author- 
ities in reducing ‘‘the reservoir of infection in the adjacent com- 
munity.’’ This codperation, he said, must be accompanied by control 
over sale of liquor to troops and by tightening of discipline within 
the various commands. He also outlined programs for chaplains, 
special-service officers, and provost marshals to follow in curbing 
venereal disease. Surgeons were ordered to emphasize the mora! 
factors and the rdle of continence and individual responsibility in 
their programs of sex hygiene, and to recommend further control 
measures where necessary. 

Individuals who became infected were to be restricted to their posts 
for periods up to ninety days, when necessary, as a public-health 
procedure, Mr. Patterson added, and commanders were authorized 
to restrict off-post passes in the ease of ‘‘irresponsible individuals 
who repeatedly expose themselves to the risk of venereal disease.’’ 
Passes, Mr. Patterson emphasized, are a privilege to be awarded for 
good conduct. 

The present venereal-disease-incidence rate in Europe is 23 per cent 
below the July, 1946, high; in the Pacific, 50 per cent below the 
high rate in October, 1946; and in the United States, 47 per cent 
below the April, 1946, peak. 

Exercising over-all supervision over army venereal-disease control 
in connection with Mr. Patterson’s instructions is the war depart- 
ment’s Venereal Disease Control Council, made up of ranking mem- 
bers of the war department’s general and special staffs. The council 
meets periodically to survey venereal-disease conditions and to develop 


further measures for control. 


‘‘THe FEELING OF REJECTION’’—A Sounp Fium Now 
AVAILABLE 
The National Film Board of Canada announces the availability in 
the United States of the first of a series of films that are being pro- 
duced for the Mental Health Division of the Dominion Government 
Department of National Health and Welfare. The twenty-minute 
black-and-white film, entitled The Feeling of Rejection, is a visual case 


history of a neurotic twenty-three-year old girl. The patient is 
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referred by her doctor to a psychiatrist because of her symptoms of 
headaches, fatigue, and dizzy spells. The psychiatrist uncovers the 
emotional basis of these physical complaints—the feeling of being 
“‘unwanted’’ and the fear of failure. Experiences in the girl’s life 
are reénacted and brief scenes in the film show group-therapy methods 
by which the patient is helped to face and to examine her problems. 
Finally, it is shown how she alters the pattern of blind obedience 
to the will of others that has been so thoroughly established in her 
childhood and that has been the basis of her emotional problems in 
adult life. 

16mm prints of The Feeling of Rejection are available for purchase 
(price $40.00) and for rental (price $2.50 per day) from the United 
States offices of the National Film Board of Canada, 620 Fifth Avenue, 
New York City; 84 East Randolph Street, Chicago 1, Ill.; and the 
Canadian Embassy, 1746 Massachusetts Avenue, N.W., Washington 6, 
D. C. Canadian inquiries should be addressed to the Distribution 
Department, National Film Board, Ottawa. 


POSITIONS FOR PSYCHIATRISTS IN WISCONSIN 


Applications are being received by the Wisconsin State Depart- 
ment of Public Welfare for psychiatrists (penal) to be responsible 
for the mental health of inmates confined in the state prison at 
Waupun, population 1,050; the state reformatory at Green Bay, popu- 
lation 475; and the school for boys at Waukesha, population 225. 

Requirements are graduation from a Class A medical school, gen- 
eral internship in a recognized hospital, knowledge of clinical medicine, 
and specialized background in psychiatry. 

The position offers a salary range of $475-$575, plus a $30 cost- 
of-living bonus, civil-service tenure, liberal vacation, sick leave and 
retirement benefits, and annual merit increases. 

Address inquiries to the State Bureau of Personnel or the State 
Department of Public Welfare, Madison, Wisconsin. 


KENTUCKY DIvIsION oF MENTAL HYGIENE TO HAvgE 
Apvisory COUNCIL 


The Governor of Kentucky, 8. 8. Willis, has appointed a mental- 
hygiene advisory council to the division of mental hygiene in the 
department of health, under the direction of Dr. P. E. Blackerby 
Members of the new commission are: Dr. E. E. Landis, Louisville; 
Dr. W. E. Watson, Frankfort; Joshua B. Everett, Frankfort and 
Maysville; Dr. A. M. Lyon, Frankfort and Louisville; Reverend 
George J. O’Brien, Lexington; Dr. M. M. White, Lexington; Lee 
Kirkpatrick, Paris; and B. L. Trevathau, Benton. 
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PENNSYLVANIA PsycuratTric Society Hotps Ninth ANNUAL MEETING 


At the Ninth Annual Dinner Meeting of the Pennsylvania Psy- 
chiatrie Society, which was held at the University Club, in Pittsburgh, 
September 18, 1947, Nolan D. C. Lewis, M.D., Director of the New 
York State Psychiatrie Institute, New York City, spoke on ‘‘The 
Special Aims and Organization of a Psychiatric Research and Teach- 
ing Center.’’ 

The following officers were elected to serve for the year 1947-1948: 
President, LeRoy M. A. Maeder, M.D., Philadelphia; President-Elect, 
Thomas A. Rutherford, M.D., Waymart; Secretary-Treasurer, Philip 
Q. Roche, M.D., Philadelphia. 


NEws oF MENTAL-HYGIENE SOCIETIES 
Compiled by 
JUSTIN G. REESE 


Field Representative, Division of State Mental Hygiene Organization, 
The National Committe for Mental Hygiene 


California 

The Mental Hygiene Society of Northern California announces the 
appointment of G. Eleanor Kimble, Ph.D., to the post of executive 
secretary. Miss Kimble, a native Californian, received her degree 
in social-service administration from the University of Chicago and 
has had extensive experience in public and private social agencies. 

Announcement is also made of the society’s change of address to 
Room 514, 1095 Market Street, San Francisco 3. 

Fall programs are under way in chapters in Alameda, Kern, Marin, 
Monterey, Sacramento, San Benito, San Francisco, San Joaquin, San 
Mateo, Santa Clara, Santa Cruz, and Sonoma counties. 

The Southern California Society for Mental Hygiene has been 
accepted for membership in the Los Angeles Community Chest, begin- 
ning March, 1948. The society recently completed a public fund- 
raising drive, which brought mental hygiene to the attention of many 
new friends. 

Attending the July board meeting was Justin G. Reese, Field Rep- 
resentative of The National Committee for Mental Hygiene, who 
also spoke at the inaugural fund-raising luncheon, in the company 
of Austin Davies, Executive Assistant of the American Psychiatric 
Association, and Mary Jane Ward, author of The Snake Pit. 

Of great assistance to the society in its campaign and public edu- 
eation activities is Celeste Holm, prominent film star, who will be 
seen in the film version of The Snake Pit. 
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Hawau 


The Mental Hygiene Society of the Territory of Hawaii is plan- 
ning a fall series of weekly lectures on mental hygiene, prompted 
by the enthusiastic response to a recent luncheon talk on emotional 
problems by Dr. Nathan K. Rickels of Seattle, Washington. 

The society has been codperating with the board of health in obtain- 
ing a scholarship for a territorial social worker to attend a mainland 
university for further training. 


Illinois 

The Illinois Society recently completed a sé¢ven-months special proj- 
ect in cooperation with The National Committee for Mental Hygiene. 
The project, an intensification of the society’s general program, was 
the beginning of a long-range public-education campaign, with leeis- 
lation as the immediate goal. Increased appropriations over the pre- 
ceding biennium amount to $12,500,000 for operations of state hospitals 
and clinics, and $25,000,000 for new capital construction. 

During the campaign 175,000 pieces of literature were distributed: 
intensive mailings went out to a base list of 15,000 key people; week; 
programs were broadcast over eight radio stations; weekly releases 
went out to 212 newspapers (6,300 column inches were posted in 
the scrapbooks) ; a 28-man speakers bureau was organized, with the 
Chicago Community Fund supplying a full-time manager; more tiian 
5,000 organizations were solicited for speaking engagements; fr 
quent mailings went out to the 1,250 member churches of the Chicago 
Church Federation, which threw its full support behind the cam- 
paign (sermons on Citizenship Sunday were devoted to the cam- 
paign) ; personal contacts were made with legislators, every one cf 
whom received frequent scheduled mailings; and a citizens’ campaign 
committee of 35 state-wide leaders was formed. 

To carry on direct mail activities expanded during the project, 
the society has installed complete mechanized equipment. 


Iowa 
Dr. Norman D. Render, President of the Iowa Society for Mental 
Hygiene, reports success in the use of monthly mailings of amusing 
news letters and pamphlets composed and sent out each month by 
Dr. Robert Shane, chairman of the recruitment committee. 


Maine 
The Maine Teachers Mental Hygiene Association featured its sum- 
mer activities with a July Institute on Mental Hygiene in codperation 
with the University of Maine and The George Davis Biven Foundation. 
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Massachusetts 


The Massachusetts Society for Mental Hygiene has announced the 
appointment of Mr. William H. Savin as its executive director. 
Mr. Savin became head of the society staff on September 1. During 
the recent war he served three years in the military government in 
Italy, and is a lieutenant colonel in the Military Intelligence Reserve. 

His earlier experience includes teaching at the University of 
Nebraska, five years as budget secretary of the Philadelphia Com- 
munity Fund, and nine years as director of the Family Service 
Association in Washington, D. C. During this period he did much 
to incorporate mental-hygiene principles into the day-by-day practices 
of a family case-work agency. 

Under Mr. Savin’s leadership, the Massachusetts Society plans to 
extend its membership and to organize throughout the state the grow- 
ing interest in mental hygiene. In order to implement this objective, 
the society has amended its constitution to provide for individual 
memberships at $2.00 annually. 


Missouri 
As a result of a survey report by the Kansas City Mental Hygiene 
Society, a citizens’ bond committee has recommended for inclusion 
in a November bond election $600,000 for the improvement of two 
mental hospitals. 


New York 


The Mental Hygiene Society of Monroe County (Rochester) reports 
the eompletion of a successful year’s activity, which has seen its 
membership grow to over 800. The society has been active in pro- 
moting lectures, radio programs, distribution of pamphlets, an insti- 
tute on human relations, and legislation. 


Oklahoma 


Successful in its financial campaign, the Oklahoma Committee for 
Mental Hygiene has been drawing added support and is promoting 
public awareness of the necessity for preventive facilities, as well as 
for improvement of its state institutions. 

Dr. Hugh M. Galbraith, professional leader of the committee, 
recently was elected president of the Topeka Psychoanalytic Society. 


Texas 
The 1948 Annual Conference of the Texas Society for Mental 
Hygiene will be held in El] Paso, March 11, 12, and 13. 
Dallas County has organized the most recent chapter, with a mem- 
bership of over 200. Mr. Lewis Lefkowitz, a prominent attorney 
of North Texas, is the president. 
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Washington 

Mrs. Beryl Gridly has been named Assistant Executive Director 
of the Washington Society for Mental Hygiene. Mrs. Gridley joins 
the staff as a former board member with a background in education 
and social work. 

The chief summer activity of the society was sponsoring of a series 
of film-illustrated lectures by Rene A. Spitz, M.D., of New York. 
Dr. Spitz’s lectures, which were on the general theme of ‘‘ Emotional 
Growth and Development of Infants,’’ may be purchased in mimeo- 
graphed form from the society in a set of four for seventy-five cents. 


Wisconsin 


The annual meeting of the Wisconsin Society for Mental Health 
was held on October 14. Discussions followed the theme, ‘‘Prepara- 
tion for Wisconsin Citizenship.’’ 


New PvuBLICATIONS 


The New York City Committee on Mental Hygiene of the State 
Charities Aid Association has brought out the first eight of a series 
of pamphlets for parents and teachers on some special problems of 
children aged two to five years: (1) When a Child Hurts Other 
Children; (2) When a Child Is Destructive; (3) When a Child Uses 
Bad Langauge; (4) When a Child Won’t Share; (5) When a Child 
Still Sucks His Thumb; (6) When a Child Still Wets; (7) When a 
Child Masturbates; (8) When a Child Has Fears. These pamphlets 
are a sequel to the ‘‘Child Guidance Leaflets,’’ including the series 
on eating which is now distributed by the United States Children’s 
Bureau. Their purpose is to bring to parents and teachers a point 
of view that will make their relations smoother and more constructive 
and that will give children greater opportunities for happiness. 

In the preparation of the pamphlets, parents and teachers were 
consulted first. They reported their most frequent and pressing 
problems and the kind of help they need, and the material was designed 
to meet their expressed needs. 

The pamphlets represent the thinking of authorities in many fields 
of child care, people who have actually worked and lived with ciil- 
dren—nursery-school teachers, psychiatrists, pediatricians, social 
workers, psychologists, public-health nurses, and parents. 

The pamphlets are short—from 8 to 16 pages—and pack a great 
many ideas into a small amount of space. They were planned and 
written by Nina Ridenour, Ph.D. in collaboration with Isabel John- 
son. The drawings are by Barbara Cooney. 

The pamphlets can be ordered from the New York City Committee 
on Mental Hygiene, 105 E. 22nd Street, New York 10, N. Y., or from 
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The National Committee for Mental Hygiene, 1790 Broadway, New 
York 19, N. Y. Single copies are 10 cents each; 75 cents for a packet 
of eight. Discounts: 10 per cent on 10 or more copies; 20 per cent 
on 100 or more; 30 per cent on 1,000 or more. 


An attractive little leaflet with the title, The Public Health Nurse 
and School Health, has recently been issued by the National Organi- 
zation for Public Health Nursing with the aim of providing informa- 
tion to school superintendents, boards of education, and others 
interested in public-health-nursing service in the schools. Dr. Martha 
M. Eliot, Associate Chief of the Children’s Bureau, contributes a 
foreword to the leaflet. Copies may be obtained from the National 
Organization for Public Health Nursing, 1790 Broadway, New York 
19, N. Y. Single copies are free; quantities are available at a charge 
of 5¢ each or $4.50 per hundred. 

Reprints of the article, ‘‘ Psychiatric Consultation in Case-Work 
Agencies,’’ by Jules V. Coleman, in the July, 1947, issue of the 
American Journal of Orthopsychiatry, are available at the offices of 
The National Committee for Mental Hygiene at a price of 25¢. The 
article is recommended for all social agency personnel and for psy- 
chiatrists who are interested in contributing their services to case-work. 


A CorRRECTION 


In the note headed ‘‘International Congress on Mental Health to 
Be Held in London in 1948,’’ in the July issue of MentaL HYGIENE, 
pp. 492-95, the statement was made that a World Federation for 
Mental Health has been organized. This announcement was pre- 
mature. A World Federation for Mental Health is under discussion, 
and will probably be incorporated some time during the year 1947-48, 
but plans for this organization are not yet complete. Meanwhile, 
responsibility for sponsoring the International Conference on Mental 
Hygiene, which is part of the International Congress on Mental 
Health, is being carried by the International Committee for 
Mental Hygiene. 

The persons mentioned in the article as being officers and members 
of the Board of the World Federation for Mental Health are the 
officers and members of the Interim Governing Board of the Interna- 
tional Committee for Mental Hygiene, with the following corrections : 

Seudder Mekeel, who was listed as a member of the executive 
committee, is deceased. 

Austin H. MacCormick and John D. Griffin, listed as members of 
the interim governing board, are also members of the executive 
committee. 

Adele Levy is a member of the interim governing board, and A. L. 
Ameringen is treasurer. 
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